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ABSTRACT OF THE DISSERTATION
Differential Response with Lower Risk and Foreign-born Families: Understanding Risks,
Services and Outcomes
by
Lina Sapokaite Millett
Doctor of Philosophy in Social Work
Washington University in St. Louis, 2015
Professor Brett Drake, Chair

Child abuse and neglect is a serious public health problem, whose prevention efforts are
much needed to avoid a number of serious and irrevocable negative consequences. Currently, the
majority of early prevention approaches are community based with fairly strict eligibility criteria.
Public child welfare system has yet to settle on a clear paradigm for early prevention. As many
states are considering extending their services to reports screened out of Child Protective
Services (CPS), there is a need to better understand the utilization and effectiveness of such early
preventative services. Additionally, changing American cultural landscape has presented
challenges to the field in how to best address family needs and child safety of the foreign-born
population. Parent Support Outreach Program (PSOP) is an early CPS response and service
model to screened-out reports using Differential Response (DR) philosophy to identify family
needs and strengths and provide them with services addressing those needs.

x

Mixed methods design included a quasi-experiment using propensity score methods to
compare families’ risk, services, and outcomes in PSOP (n=1,964) and standard DR (n=1,793)
programs and between US-born (n=2,755) and foreign-born (n=1,002) population. In addition,
qualitative interviews with program workers (n=15) were collected to examine workers’
perceptions about program and population differences. The quantitative data included
longitudinal administrative child welfare service, unemployment insurance, and income
maintenance as well as cross-sectional worker survey and the U.S. Census data. Subsequent
screened-in and screened-out maltreatment reports, out of home placement, mental health and
substance abuse services as well as economic well-being were the primary outcomes of interest.
Compared to a standard DR program, PSOP served families had a higher or equal
number of risk factors across most family functioning domains, except for substance abuse,
problematic parenting, and prior CPS history. Face-to-face and other contacts with program
workers were greater for PSOP than DR families involved in the assessment stage while DR
provided more contacts for families receiving case management services. Poverty-related
services were the most frequently received services by PSOP families. PSOP families
experienced significantly fewer screened-in and screened-out CPS reports and out of home
placements and received more adult mental health services than DR families. Null effects were
found for the receipt of children’s mental health and adult substance abuse services as well as
economic well-being outcomes. Programmatic effects varied by population socio-demographic
subgroups while service factors moderated the relationship between risks and outcomes. There
were significant differences in risks, services, and outcomes across racial, ethnic, and national
groups.

xi

There is a great need for child welfare services to focus not only on child safety but also
on risk factors observed for the family. By targeting risks prospectively and focusing on child
well-being broadly, maltreatment prevention would take a much needed proactive focus in the
child welfare policy. Strong support for PSOP effectiveness found in this study should inform
other states’ efforts in extending services to the screened-out families. High number of risk
factors and comprised well-being over time among the foreign-born population call for their
active inclusion in the child welfare prevention programs, best administered through community
partners.

xii

Chapter 1: Overview and Research Aims
Introduction
Child abuse and neglect (CAN) is a serious public health concern affecting millions of
children each year in the U.S. (USDHHS, 2013). Consequences of CAN have been shown to be
both immediate and long-term, spanning multiple health, social functioning and productivity
domains (Gilbert et al., 2009), with negative outcomes often persisting into adulthood (Maxfield
& Widom, 1996; Millett, Kohl, Jonson-Reid, Drake, & Petra, 2013; Widom, White, Czaja, &
Marmorstein, 2007). While developmental and psychological costs incur an enormous toll on
individual well-being, lifetime monetary costs associated with multiple public systems’ services
use are estimated to be over $585 billion based on the annual child maltreatment incidence
number alone (Fang, Brown, Florence, & Mercy, 2012; Scarcella, Bess, Zielewski, Geen, 2006).
Given the high human and monetary toll resulting from CAN and its comorbidity with other
violent and injurious behaviors, prevention must be at the forefront of research, policy, and
practice efforts. From a scientific perspective, reduction of violence requires a thorough
knowledge of modifiable risk factors and knowledge of what works in prevention programs for
different segments of the population.
The last few decades of dramatic change in the American cultural landscape have
presented new challenges to social workers and policy makers in child welfare on how to address
family needs and child safety within the new population segments without compromising the
respect for one’s cultural norms and parenting practices (Dettlaff, Vidal de Haymes, Velazquez,
Mindell, & Bruce, 2009; Martin & Midgley, 2010). While the foreign-born population is one of
the fastest growing groups in the country, there is very little epidemiological knowledge about its
1

parenting needs and child maltreatment behaviors. At the same time, theory and a limited
number of empirical studies suggest that foreign-born population coming to a new country often
experience changing family roles and adaptation difficulties that coupled with structural
challenges of discrimination (Applied Research Center [ARC], 2011; Johnson, 2007; Segal &
Mayadas, 2005), poverty (Hernanez, Denton, & MaCartney, 2008) and mental health needs
(McNeely, Sprecher, & Bates, 2010) may increase the risk of Child Protective Services (CPS)
involvement for some vulnerable families (Portes & Rumbaut, 2006). In order to provide
effective child welfare services, practitioners need to accurately assess and interpret family needs
and recommend appropriate action. However, given the limited empirical research on foreignborn families’ parenting needs, there continues to be inadequate understanding of what may
work in effective child maltreatment prevention interventions and how different cultural groups
respond to these interventions (Child Welfare Information Gateway [CWIG], 2011; Lincroft,
Resner, Leung, & Bussiere, 2006).
Although certain models of the home visitation approach, a leading model for secondary
prevention of child maltreatment, have shown some promise in reducing maltreatment, they are
mostly reserved for very young children and first time parents, leaving a lot of families out
(Millett, 2012). The public child welfare system, which serves a much broader segment of the
population, has yet to settle on a clear paradigm for secondary or even tertiary prevention of
maltreatment (Pelton, 2015; Waldfogel, 2009). It is currently unclear how to identify subpopulations at risk, which services work for which family needs and which sub-populations, and
how to intervene and deliver services in culturally competent ways (Morley & Kaplan, 2011;
Stagner & Lansing, 2009; Waldfogel, 2009). Additionally, while the central goal of CPS is to
support the safety of children, most families do not get any services until they come back to the
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system repeatedly (Jonson-Reid, Emory, Drake & Stahlschmidt, 2010). Thus, there is a strong
current need to develop and scientifically evaluate early secondary and tertiary prevention
approaches to lower risk families in CPS.
Currently, the prevention of CAN within CPS takes largely a criminal justice approach
(Butchart, 2008), in that it is keyed to respond to allegations of wrongdoing, rather than
identifying and addressing need proactively. Fortunately, over the last fifteen years public CPS
has been shifting towards a preventative, public health paradigm (Drake & Jonson-Reid, 2000).
The primary current public child welfare system policy mechanism for this shift away from
reactive prevention practice towards secondary prevention practice has been through the
development and implementation of “Differential Response” (DR), also known as Family
Assessment or Alternative Response, programs (Merkel-Holguin, 2005). The DR approach not
only provides services to families judged to be at risk for future maltreatment, it attempts to
minimize a potentially confrontational traditional “investigative” approach. The apparent success
of DR has led some states (e.g. CA, WI, MN) to extend the DR approach philosophy to
screened-out CAN allegation reports. Unfortunately, the current state of knowledge on the
effectiveness of this early CPS approach is very limited. Likewise, there is a need for
strengthening the empirical knowledge base for DR to support its policy and practice (National
Quality Improvement Center [QIC], 2011). In particular, it is not known which engagement and
case management strategies may work with individual populations, what outcomes can be
expected for children and families of different cultural groups, and if DR affects other family
well-being outcomes besides child safety (QIC, 2011).
It is imperative to continue building scientific knowledge about how to best distinguish
family risk and what might work at different CPS prevention and intervention levels. Only
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broadly aimed public health oriented preventative CPS approaches will produce large-scale
reductions of human suffering and ineffective resource allocation (Butchart, 2008). It is also
important to outreach culturally diverse groups and incorporate culture into intervention
development and service delivery. The development of culturally appropriate child welfare
services can no longer remain a marginal field in social work research. Services need to be
approached separately for vulnerable sub-groups to ensure effective intervention planning and
delivery processes as well as positive outcome attainment (Dettlaff & Lincroft, 2009; Littell &
Scheurman, 2002).
This dissertation study presents a step forward in addressing the aforementioned gaps in
the child welfare research by studying maltreatment prevention and select family well-being
outcomes among foreign and native-born populations in two Minnesota public child welfare
prevention programs: DR, offered to families with screened-in CAN reports, and Parent Support
Outreach Program (PSOP), offered to families screened-out for alleged CAN reports and those
referred from community agencies. The overall goal of the study is to compare whether or not
there are strong differences in native and foreign-born families’ baseline risk, service
engagement and outcomes between these two prevention programs as well as to evaluate native
and foreign-born families’ trajectories into and within these programs.
Specific Aims
This dissertation study examines child maltreatment risk factors, service use, and
outcomes for foreign and native-born families. Specific study aims include:
1. To compare families’ baseline risk, engagement in services, and outcomes in two levels
of preventative service programs.
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2. To compare baseline risk, engagement in services, and outcomes for foreign and nativeborn families in two levels of preventative service programs.
3. To examine workers’ perceptions around dynamics explored in Aims 1-2.
Conceptual Model
The central thesis of this study is that outcomes of two CPS prevention programs are a
function of case characteristics, including child, family, community, and child welfare case
factors, and service factors. To address this thesis, a conceptual model guides the study
(Appendix A). The conceptual model includes three elements: case characteristics, services and
outcomes. Case characteristics are seen as directly influencing both services and outcomes,
with the relationship between case characteristics and outcomes also being moderated by
services. The model is framed within the ecological transactional framework (Cicchetti &
Lynch, 1993). This framework is used to understand child maltreatment risks and outcomes of
preventative services within the context of multiple environmental layers. The ecological
transactional framework allows us to simultaneously consider an array of proximal (child,
family) and distal (extrafamilial) factors (Belsky, 1980; Bronfenbrenner, 1986). Within this
broader framework a number of mid-range theories and theoretical models are incorporated into
the study’s conceptual model. One such model is Andersen’s model of service utilization, which
posits that the use of services is a function of three broad factors: predisposing (e.g.
demographic characteristics), enabling (e.g. availability of personal and service resources), and
need (e.g. individual’s perceived need and professional’s evaluated need for services)
(Andersen, 1995). Research has showed that service use has been determined not only by
family’s functioning and need but also by predisposing (e.g. ethnicity, acculturation level) and
enabling (e.g. insurance, legal status, service barriers, cultural competence) factors while
controlling for need (Leslie et al., 2000; Rajendran & Chemtob, 2010; Zambrana & Dorrington,
5

1998). Additionally, the study of foreign-born population’s parenting behaviors and CPS
trajectories needs to consider unique factors facing this population that are not shared by
members of the host society (e.g. immigration and acculturation stress). Social stratification
within the society and acculturation affect newcomers’ adaptive culture, which shapes their
choice of neighborhood, family dynamics, and individual factors (e.g. mental health) (Berry,
2003; Garcia Coll et al., 1996; Johnson, 2007).
Research Questions and Hypotheses
To achieve the study’s aims, five research questions were developed based on the
conceptual model proposed. The first two research questions were intended to develop
knowledge regarding overall similarities and differences between the PSOP and DR programs.
The third, fourth, and fifth questions examined differences between foreign and native-born
families within these two programs. Given the lack of prior research, all hypotheses were given
as bidirectional, although directionality of anticipated relationships was mentioned when
appropriate based on theory and prior findings.
Research Question 1: How do families in two levels of preventative services differ in
terms of baseline risk and prior engagement in services? Little empirical literature was available
to inform the following hypotheses, which were based on the assumptions underlying the
interventions being studied.
Hypothesis 1A: Families engaged in the PSOP program will have different (presumably
lower) levels of baseline risk as measured by socio-demographic characteristics, psychosocial
risk factors, prior public service involvement and initial referral source than families in the DR
program.
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Research Question 2: How do families in two levels of preventative services differ in
terms of service participation and later outcomes?
Hypothesis 2A: Family cooperation, service receipt, and quantity of services (number of
visits) will vary by the program (PSOP vs. DR).
Hypothesis 2B: Subsequent outcomes of child maltreatment, out of home placement, and
family’s well-being (mental health, substance abuse, and economic well-being) will vary by
program (PSOP vs. DR).
Hypothesis 2C: Subsequent outcomes of child maltreatment, out of home placement, and
family’s well-being will vary by family subgroup and program (PSOP vs. DR).
Hypothesis 2D: Service characteristics will moderate the relationship between risk
factors and outcomes. Some parts of this hypothesis were only testable for the PSOP population,
given the greater wealth of service data in that program (see measures section).
Research Question 3: How do baseline risk and engagement in prior services vary by
nativity within the PSOP and DR programs? The following hypotheses were tested based on
findings from the literature on child maltreatment risks and service factors among foreign-born
families.
Hypothesis 3A: Foreign-born families within each preventative programs will have
different (presumably higher) levels of baseline risk as measured by socio-demographic
characteristics and different (presumably lower) levels of psychosocial risk factors and prior
public service involvement than native-born families.
Hypothesis 3B: Foreign-born families engaged in two CPS preventative programs will
have a different (presumably higher) proportion of referrals from mandated reporters than nativeborn families.
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Research Question 4: How do service participation and outcomes vary by nativity
within the PSOP and DR programs?
Hypothesis 4A: Family cooperation, service receipt, and quantity of services (number of
visits) will vary by nativity (foreign vs. native-born).
Hypothesis 4B: Subsequent outcomes of child maltreatment, out of home placement, and
family’s well-being (mental health, substance abuse, and economic well-being) will vary by
nativity (foreign vs. native-born).
Hypothesis 4C: The impact of service participation variables on outcomes will vary for
foreign and native-born families.
Research Question 5: How do workers in the PSOP and DR programs understand
population and program differences between foreign and native-born families? In particular,
worker insight was sought regarding relationships between risk factors, service offerings and
client outcomes. No hypotheses were stipulated since this was an exploratory and qualitative
question. Of interest was the perceived fit between family’s needs, services and client
engagement. Additionally, a series of questions specific to foreign-born clients were asked: What
are the salient issues for program staff when trying to serve foreign compared to native-born
population? Are there specific approaches or techniques that workers have developed to address
potential cultural differences?

8

Chapter 2: Background
This chapter presents literature review in regards to factors associated with child
maltreatment, service use, and engagement in CPS services, highlighting nativity differences
when known or present. It also provides more details on the Differential Response model,
maltreatment risk by CPS screening criteria and disposition, and outcome measures of child
welfare services. The review is organized around the ecological framework’s main layers
although empirical findings from other theoretical perspectives are included as well (Andersen,
1995; Bourhis, Moïse, Perrault, & Senecal, 1997; Garcia Coll et al., 1996; Portes & Zhou, 1993).
The review starts with a description of the foreign-born population in the U.S.
Foreign-Born Population
The foreign-born population is one the fastest growing cultural groups in the nation.
Between 1990 and 2010 the foreign-born population doubled from 20 million to almost 40
million, comprising almost 13% of the U.S. population (Martin & Midgley, 2010). At the same
time the U.S. general population increased from 250 million to 310 million (Martin & Midgley,
2010). Hence, immigration directly contributed to one third of the population growth. Among all
children under 18 living in the U.S., 23% live with at least one foreign-born parent while 12%
have two foreign-born parents (Chaudry & Fortuny, 2010). The majority of children in foreignborn families (88%) are U.S. citizens and more than half (58%) have at least one citizen parent
(Hernadez & Cervantes, 2011). About 5.5 million of children live with at least one
undocumented parent; three million of these children are U.S. citizens (Terrazas & Batalova,
2009).
The foreign-born population is a heterogeneous group not only because individuals come
from different parts of the world but also because they belong to different immigration
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categories, which determine legal rights, entitlements and services (Lincroft et al., 2006). The
first category of the foreign-born population is legal permanent residents or green card holders,
who have been legally admitted to permanently reside and work in the U.S. The most common
ways to obtain legal permanency status is through family relationships to relatives of citizens or
other permanent residents (about 74% of total permanent residents), employment skills (12% of
total) or other legal admissions, such as diversity lottery or adjusting previously held
refugee/asylee status (14% of total) (Capps & Passel, 2004). The second category is
naturalization, which refers to foreign-born individuals who have obtained U.S. citizenship over
the course of residence in the U.S. The third category includes refugees and asylees who are
unable or unwilling to return to their country because of persecution or a well-founded fear of
persecution (Portes & Rumbaut, 2006). Both refugees and asylees are eligible to apply for a legal
permanency status after one year of residence in the U.S. Nonimmigrants are those individuals
who stay in the U.S. temporary for a specific purpose (e.g. work, study). Lastly, undocumented
are those individuals residing in the U.S. without a legal permission. The majority (50-65%) of
undocumented foreign-born individuals enter the U.S. without a border inspection while others
overstay their temporary visas (25-40%) or are persons awaiting approval of permanency status
(10%) (Passel, 2006). Presently, permanent legal residents comprise 29% of the foreign-born
population; naturalized citizens are 31%; refugees/asylees are 7%; non-immigrants are 3%, and
undocumented are 30% of all foreign-born individuals in the U.S. (Capps & Passel, 2004;
Jernegan et al., 2005; Passel, 2006).
Currently, there is no systematic data on foreign-born families involved in CPS and very
little is known about CAN among foreign-born communities (Dettlaff, Vidal de Haymes, et al.,
2009; Earner, 2007). However, the results from the National Survey of Child and Adolescent
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Well-Being (NSCAW-I, 2000) suggest that 9.6% children in CPS have primary caregivers who
are foreign-born (Dettlaff & Earner, 2009). Even though this number is currently lower than its
share in the general population, the fact that numbers of foreign-born children have been
growing rapidly suggests that there could be a large future increase of this population in CPS
caseloads (Millett, under review). Further, there is some indication that the proportion of foreignborn children is growing steadily in the foster care system (Applied Research Center [ARC],
2011; Committee for Hispanic Children and Families, 2001) as well in certain jurisdictions with
high concentrations of new foreign-born populations (Earner, 2007; Vericker, Kuehn, & Capps,
2007). Research also suggests that maltreating behaviors increase with subsequent generations
(Altschul & Lee, 2011; Dettlaff, Earner, & Phillips, 2009; Lau, Takeuchi, & Alegria, 2006).
Additionally, the current under-representation is not uniform for all foreign-born ethnic groups.
Latino and Black children of foreign-born parents are over-represented in CPS given their share
in the general population of children of foreign-born parents (Dettlaff & Earner, 2009). Foreignborn children represent less than 3% of all children in CPS, which approximately corresponds to
their share in the general population (Lincroft & Dettlaff, 2010). Given the current demographic
and epidemiological trends, there is an imminent need to increase scholarship in the child
maltreatment prevention area with the foreign-born population.
Factors Associated with Maltreatment and Service Use
Child Factors
Age. Certain child demographic factors may increase the risk of being maltreated as well
as affect service utilization. For instance, officially verified maltreatment is higher among the
youngest children, yet data from the National Incidence Study (NIS) suggest that school age
children (6-8) are at the highest risk, and this risk depends on type of maltreatment (Sedlak et al.,
2010). Foreign-born children in CPS tend to be older than native children (Dettlaff et al., 2009;
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Ostering & Han, 2011). Studies suggest that age predicts out-of-placement and reunification
outcomes among foreign-born families (Ostering & Han, 2011; Rhee, Chang, Weaver, & Wong,
2008). Child’s age is an important control variable in studying service use though there is mixed
evidence on the direction of this association (Leslie et al., 2000; Koot & Verhulst, 1992).
Gender. While U.S.-born girls and boys are at a similar risk for CAN (except sexual
abuse) (Putnam, 2003; Sedlak et al., 2010; USHHS, 2015), the evidence regarding foreign-born
children is somewhat mixed (Dettlaff & Earner, 2009; Ostering & Han, 2011). National and state
CPS data suggest that alleged victims of foreign-born parents are more likely to be female
(Dettlaff & Earner, 2009; Dettlaff et al., 2009; Ostering & Han, 2011; Vericker et al., 2007), yet
victimized (i.e. substantiated cases) foreign-born Latino children are more likely to be boys
(Dettlaff & Johnson, 2011). Research on service use suggests that boys, including those born in
another country, are more likely to use services than girls (Burns et al., 1995; Rajendran &
Chemtob, 2010; Zahner & Daskalakis, 1997).
Ethnicity. Studies suggest over-representation of minority (non-White) children in CPS
(Sedlak et al., 2010; USDHHS, 2015); however these disparities are likely to disappear after
controlling for confounding factors (e.g. poverty). One study examining ethnic representation
among the foreign-born population in CPS suggests that Hispanic and Black children of foreignborn parents are over-represented while White and Asian—under-represented when compared to
their shares in the general foreign-born population (Dettlaff & Earner, 2009). However, this
study was limited to a descriptive analysis. Another study suggests heterogeneity within broad
ethnic categories (e.g. Asian) in regards to maltreatment type (Ima & Hohm, 1991). Studies on
service use have found that minority children are generally less likely to receive mental health
services (Hurburt et al., 2004; Kolko, Selelyo, & Brown, 1999; Leslie et al., 2000) and foreign-
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born White and Hispanic children are more likely to receive family support services than
foreign-born Black children (Rajendran & Chemtob, 2010).
Other factors. Constitutional factors may also place children at risk of maltreatment.
Studies have found that children’s low birth weight, disabilities, difficult temperament, and
mental health problems are associated with parental maltreating behaviors, including in samples
with foreign-born parents (Brown, Cohen, Johnson, & Salzinger, 1998; Hibbard & Desch, 2007;
Lee et al., 2011; Sedlak et al., 2010; Stith et al., 2009; Windham et al., 2004). Foreign-born
children in the general population are thought to be in better health compared to U.S.-born
children, including lower rates of prematurity, low birth-weight, internalizing and externalizing
mental health problems (Beiser, Hou, Hyman, & Tousignant, 2002; Mistry, Biesanz, Chien,
Howes, & Benner, 2008; Portes & Rumbaut, 2006; Lee, Altschul, Shair, & Taylor, 2011);
however, this advantage is likely to fade over time (Hernandez & Cervantes, 2011). Currently, it
is not known about distribution of these risk factors in the child welfare population. Although
research examining mental health service use suggests that children with more externalizing
behaviors and those who are sexually and physically abused receive more mental health services
than those children who have internalizing behaviors or are neglected (Burns et al., 2004;
Garland, Landsverk, Hough, & Ellis-MacLeod, 1996; Garland, Landverk, & Lau, 2003), one
study on utilization of family support services among foreign-born individuals suggests that
child’s internalizing behaviors and neglect are greater predictors of service use than externalizing
problems or abuse (Rajendran & Chemtob, 2010).
Parental and Family Factors
Socio-demographic factors. A number of parental and family demographic
characteristics have been found to increase the risk of child maltreatment and are associated with
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service use. Studies have repeatedly found that family’s socio-economic status has been
associated with maltreatment controlling for other confounding factors (Drake & Zuravin, 1998;
Jonson-Reid, Drake, & Kohl, 2009; Lee & George, 1999; Sedlak et al., 2010). Other
demographic characteristics such as family structure (single parenthood, a large number of
children, presence of non-biological caregivers) (Berger, 2004; Sedlak et al., 2010; Sidebotham
& Heron, 2006), low parental education (Brown et al., 1998; Lee & George, 1999), and young
maternal age (Brown et al., 1998; Zuravin, 1988) have also been found associated with risk for
child maltreatment.
Poverty. Foreign-born individuals in the general U.S. population are poorer (income,
poverty rate, health insurance) compared to natives (Hernandez & Cervantes, 2011; Portes &
Rumbaut, 2006) and are less likely to receive public benefits (Lincroft & Borelli, 2010).
Likewise, foreign-born families involved in CPS are poorer than U.S.-born families even though
they are more likely to hold multiple jobs (Dettlaff & Earner, 2009; Dettlaff et al., 2009; Dettlaff
& Johnson, 2011). However, some suggest that there may be no significant nativity differences
in meeting basic needs (Dettlaff & Earner, 2009; Dettlaff et al., 2009; Dettlaff & Johnson, 2011).
Additionally, family’s economic situation may not lead to the same outcomes (i.e. maltreatment)
for foreign-born families as they do for native-born families (Altschul & Lee, 2011; Lau et al.,
2006; Sledjeski, Dierker, Bird, & Canino, 2009). Family’s economic resources and insurance
status are important enabling factors associated with service use (Vega, Kolody, AguilarGaxiola, & Catalano, 1999).
Family structure and parental age. Foreign-born families have generally been found to
be more intact, have a higher number of children, more biological resident fathers but fewer
grandparents present compared to native-born families (Chang, Rhee, & Weaver, 2006; Dettlaff
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& Earner, 2009; Hernandez & Cervantes, 2011; Mistry et al., 2008; Rhee et al., 2008). However,
some suggest that the first generation foreign-born children are more likely to live with one
parent (due to migration factors) than the second-generation children while some foreign-born
groups (e.g. South East Asian) are more likely to live with extended family or with non-relatives
(e.g. Mexicans) (Landale, Thomas, Van Hook, 2011). The evidence is mixed on whether and
which indicators of family structure predict maltreatment for foreign-born families. While some
suggest that a higher number of children, single parenthood and having a stepparent predict risk
for parent-child aggression and out of home placement (Chang et al., 2006; Lau et al., 2006),
others did not find that a relationship status and living arrangement predicted those outcomes
(Altschul & Lee, 2011; Lee et al., 2011; Rhee et al., 2008). Foreign-born parents involved in
CPS tend to be older compared to native parents with the majority of parents being over 30 years
of age (Chang et al., 2006; Defflatt & Earner, 2009; Dettlaff et al, 2009; Ostering & Han, 2011;
Rhee et al., 2008).
Education. While there is a wide variation in the educational achievement level among
foreign-born individuals in the general population, they have on average fewer high school
graduates than natives (Mistry et al., 2008; Portes & Rumbaut, 2006). Similarly, studies on
foreign-born parents in CPS have found that while on average their educational level was
somewhat lower than that of native-born parents (Altschul & Lee, 2011; Dettlaff et al., 2009),
some foreign-born groups (e.g. Korean and Chinese) have a large proportion of college educated
parents (Chang et al., 2006; Rhee et al., 2008). Evidence is mixed on whether or not education is
associated with maltreatment in foreign-born households. For example, while some studies found
that higher parental education led to higher parent-child aggression (opposite direction than in
native families) (Altschul & Lee, 2011; Lau et al., 2006), others did not find this association
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(Berlin et al., 2009; Lee et al., 2011; Rhee et al., 2008). Overall, these contradictory findings in
regards to the relationship between education and maltreatment among foreign-born population
suggest that education may not act in the same way as it does for native population. Research on
service use suggests that parental education level is positively associated with service use for
U.S.-born individuals (John, Offord, Boyle, & Racine, 1995; Zima, Bussing, Yang, & Belin,
2000).
Nativity. Studies examining nativity as a risk factor for maltreatment have found mixed
results (Millett, under review). The majority of the U.S. based studies found that foreign birth
was associated with lower propensity for aggression, involvement in CPS, and higher
reunification outcomes for children in foster care controlling for a wide range of sociodemographic, psychosocial, and child characteristics (Altschul & Lee, 2011; Dettlaff & Earner,
2009; Dettlaff et al., 2009; Lau et al., 2006; Lee et al., 2011; Putnam-Hornstein & Needell, 2011;
Ostering & Han, 2011). On the other hand, several other studies, including foreign-born samples
in Europe, suggest that foreign-born status is linked to an increased risk of CAN for some
foreign-born groups (Euser, Ijzendom, Prinzle, & Bakersmans-Kranenburg, 2011; Vinnerljung,
Franzen, Gustafsson, & Johansson, 2008). Research on service utilization suggests that foreignborn families are much less likely to use health and mental health services than native-born
families (Dettlaff & Cardoso, 2010; Huang, Yu, & Ledsky, 2006).
Acculturation. Evidence is mixed in regards to how acculturation indicators are related to
the risk of maltreatment. While some studies report that non-English primary language and
shorter stay in the host country lead to a higher CAN risk (Leung and Carter, 1983; Rhee et al.,
2008), others suggest that lower acculturation result in either fewer incidences of verbal
punishment and higher reunification outcomes (Altschul & Lee, 2011; Berlin et al., 2010; Lee et
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al., 2011; Ostering & Han, 2011) or that it has no effect on parent-child aggression (Lau et al.,
2006). Studies on service use have found that higher acculturation predicts higher mental health
service utilization (Vega et al., 1999; Wells, Golding, Hough, Burman, & Karno, 1989) but it has
no effect on utilization of family support services in CPS (Rajendran & Chemtob, 2010).
Psychosocial risk factors. Poor parenting functioning and harmful family dynamics,
including parental substance abuse, mental health problems, domestic violence, parenting stress,
have been found to be associated with the risk of maltreatment. In services research, these areas
of problematic family functioning are considered need factors that, if diagnosed appropriately,
are associated with higher service use (Burns et al., 2004; Hazen, Connelly, Kelleher, Landsverk,
& Barth, 2004).
Substance abuse. Parental substance use has been extensively linked to parent-child
aggression and neglect among native and foreign-born families (Altschul & Lee, 2011; Chaffin,
Kelleher, & Hollenberg, 1996; Conners-Burrow, Johnson, & Whiteside-Mansell, 2009; LyonsRuth, Wolfe, Lyubchik, & Steingard, 2002). Substance use among foreign-born individuals in
the general population and in CPS is generally reported as being lower (Brown, Council, Penne,
& Gfroerer, 2005; Dettlaff & Earner, 2009; Zambrana, Scrimshaw, Collins, & Dunkel-Schetter,
1997) or not different (Dettlaff et al., 2009; Veen et al., 2002) than that of the native-born
population. Some suggest that alcohol use may differ by gender and acculturation level, with
more acculturated women using more alcohol than less acculturated women but there may not be
strong differences for men (Altschul & Lee, 2011; Lee et al., 2011; Lopez-Gonzalez, Aravena, &
Hummer, 2005). Although substances abusing parents may be at increased risk of entering CPS,
studies suggest that both native and foreign-born parents may not receive needed services
(Grella, Hser, & Huang, 2006; Rajendran & Chemtob, 2010).
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Intimate partner violence. Intimate partner violence (IPV) has been associated with child
maltreatment among both native and foreign-born populations (Chang et al., 2006; Earner, 2010;
Maiter, Stalker, & Alaggia, 2009; Lau et al., 2006; Taylor, Guterman, Lee, & Rathouz, 2009;
Windham et al., 2004). However, it is not known if there are strong differences between U.S.
native and foreign-born families in the prevalence of IPV. Studies using CPS data suggest that
IPV is equally prevalent in both foreign and native-born households (Dettlaff & Earner, 2009;
Dettlaff et al., 2009; Millett, Seay, & Kohl, 2015) while community studies have found that
foreign-born Latino parents have higher self-reported IPV compared to US-born Latinos
(Altschul & Lee, 2011; Lee et al., 2011; Taylor et al., 2009). Undocumented victims of IPV are
particularly at a high risk of having their children enter CPS and foster care systems due to
having a limited social network that may be ineligible to legally care for children (ARC, 2011).
Studies have also found that families with active IPV are at increased risk of entering CPS and, if
screened appropriately, receive more services (Hazen et al., 2004; Kohl, Edleson, English, &
Barth, 2005). However, one study on utilization of family support services among the foreignborn population found that IPV was only marginally associated with service use (Rajendran &
Chemtob, 2010).
Mental health. Parental mental health and psychopathology have been extensively linked
to the risk of child maltreatment (Chaffin et al., 1996; Lyons-Ruth, Wolfe, & Lyubchik, 2000;
Walsh, MacMillian, & Jamieson, 2002; Windham et al., 2004). Studies have found that foreignborn parents in CPS tend to have less intellectual and cognitive impairment than U.S.-born
parents (Dettlaff & Earner, 2009; Dettlaff et al., 2009) but they do not significantly differ on
depression (Ayon, 2011a). However, some suggest that certain foreign-born groups may have
higher mental health needs (e.g. refugees, undocumented) than the general U.S. population and
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voluntary legal immigrants (Keyes, 2000; Vega, Warheit, & Palacio, 1985). Additionally, mental
health needs tend to increase with higher acculturation levels (Alderete, Vega, Kolody, &
Aguilar-Gaxiola, 2000; Escobar, Nervi, & Gara, 2000; Mistry et al., 2008). Research on service
use suggests that native and foreign-born parents with mental illness are more likely to receive
mental health and family support services than those without mental health concerns (Burns et
al., 2004; Rajendran & Chemtob, 2010).
Prior CPS history. Families with a history of prior involvement with CPS have an
increased risk for recidivism (Drake, Jonson-Reid, Way, & Chung, 2003; Fluke, Yuan, &
Edwards, 1999), which increases if a family is also involved in other public service sectors
(Drake, Jonson-Reid, & Sapokaite, 2006). Studies suggest that foreign-born parents have
somewhat fewer incidences of prior CPS involvement though not significantly different
compared to U.S.-born parents (Dettlaff & Earner, 2009; Dettlaff et al., 2009; Ostering & Han,
2011). However, one study found that a significantly higher number of foreign-born families had
one prior CPS report and out of home placement but no differences were found in subsequent
referrals and placements when compared to native families (Ostering & Han, 2011).
Additionally, no significant differences in prior CPS history were found between the first and
second generation of foreign-born individuals (Ostering & Han, 2011). A study on service use
found that prior CPS history increased the use of family support services for foreign-born
families (Rajendran & Chemtob, 2010).
Social support. Social support has been recognized as an important way to affect positive
parenting as well as parental physical and mental health, factors that in turn lower the risk for
CAN (Ayon, 2011a; Kotch et al., 1997; Lyons, Henly, & Schuerman, 2005). Migration is
associated with a loss of support networks suggesting that foreign-born families may be at
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increased risk for isolation (Maiter & George, 2003; Perreira, Chapman, & Stein, 2006) and risk
of entering CPS (Ayon, 2011b; Maiter et al., 2009). However, empirical studies suggest that
there may not be strong differences in social support between foreign-born and native families
involved in CPS (Dettlaff & Earner, 2009; Dettlaff et al., 2009). Additionally, Ayon (2011b)
found that Latino parents in CPS relied on information (often incorrect) received from their close
networks, i.e., people in the same circumstances, and had limited access to formal sources of
support.
Parenting stress. Parenting stress has been linked to the risk of maltreatment (Lacharite,
Ethier, & Couture, 1996; Taylor et al., 2009) as well as other factors associated with CAN (e.g.
depression, disrupted family structure) (Cooper, McLanahan, Meadows, & Brooks-Gunn, 2009).
Most studies examining differences in parenting and family stress between foreign-born and
native families in CPS found either no significant differences (Altschul & Lee, 2011; Dettlaff &
Earner, 2009; Dettlaff & Johnson, 2011; Lee et al., 2011) or that parenting stress was lower
among foreign-born families (Dettlaff et al., 2009).
Extrafamilial Factors
There are a number of extrafamilial factors that influence the risk of child maltreatment.
Society’s cultural values and beliefs regarding child rearing and definition of maltreatment,
which are often in conflict with newcomers’ beliefs, are important (Bornstein, 1991; Ima &
Hohm, 1991; Korbin, 1994; Rhee, Chang, & Youn, 2003; Rogoff, 2003). Institutionalized
societal efforts (e.g. immigration laws, context of reception, integration policies) affecting
structural stratification of foreign-born families can elevate the risk of child maltreatment
(Bourhis et al., 1997; Fix, Zimmerman, & Passel, 2001; Johnson, 2007; Portes & Rumbaut,
2006). Formal and informal social institutions and structures (e.g. neighborhoods, social
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networks, support groups, the availability of employment) affecting family dynamics and
individual characteristics can also add to the risk of child abuse and neglect (Cicchetti & Lynch,
1993; Leventhal & Brooks-Gunn, 2000; Sampson, Morenoff, & Gannon-Rowley, 2002).
Community factors. Studies have shown that community level factors, including
impoverishment, childcare burden, residential mobility, violent crime rates, and social isolation
are strongly associated with child maltreatment (Coulton, Korbin, Su, & Chow, 1995; Coulton,
Korbin, & Su, 1999; Drake & Pandey, 1996; Freisthler, 2004; Gillham, Tanner, & Cheyne, 1998;
Molnar, Buka, Brennan, Holton, & Earls, 2003). Only a few studies examined environmental
characteristics of foreign-born families. While Dettlaff and Earner (2009) report that foreignborn parents were significantly less likely to live in safe neighborhoods and have involved
parents in their communities than native parents, Dettlaff et al. (2009) found that foreign-born
Latino parents reported living in neighborhoods with less open drug use, fewer unsupervised
children, and fewer nuisance teenagers than US-born Latino families. Other studies found that
residence in communities with a high concentration of the foreign-born population was
associated with lower parent-child physical aggression (Molnar et al., 2003) and higher
prevalence of other factors associated with lower child maltreatment risk: better physical health
and mental health (Cagney, Browning, & Wallace, 2007; Ostir, Eschbach, Markides, &
Goodwin, 2003), lower alcohol use (Kimbro, 2009), and lower low birth weight (Finch, Lim,
Perez, & Do, 2007).
Stress associated with immigration and acculturation. A study examining
reunification outcomes among children of foreign-born Mexican parents found that legal status
significantly predicted higher reunification (Ostering & Han, 2011). Other studies found that
discrimination when looking for a job, lower social status, and language barriers increased one’s
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propensity for aggression and contributed to CPS involvement (Lau et al., 2006; Maiter et al.,
2009). Foreign-born individuals that differ in race, ethnicity, religion, and language from the host
majority, and those dealing with fear of deportation and pre-immigration trauma have higher
acculturative stress, associated with a higher risk for maltreatment (Padilla & Perez, 2003).
Maltreatment, service use and immigration status. Very little is known empirically
about child maltreatment risk among different foreign-born groups with varying immigration
status. The majority of studies have not disaggregated child welfare outcomes by legal status and
mode of entry to the country. Theoretically, one would expect that foreign-born individuals who
have high socio-demographic and psychosocial risks would have high risk for maltreatment.
Consequently, it is expected that there will be differences in child maltreatment risk not only
between legally and illegally residing families but also between different categories of
documented families (e.g. refugees, diversity visa). Undocumented families experience higher
rates of poverty, lower education, poorer housing conditions, family separation, and higher risk
for IPV than legally residing families (Earner, 2010; Passel, 2006). At the same time, the
undocumented face restrictions to support services and fear deportation, which may increase an
overall stress, including parenting stress, and lead to child maltreatment. Among legally residing
foreign-born individuals, refugees have poorer physical and mental health, are financially worse
off, and are more likely to be single parents (Lustig et al., 2004) than those individuals who have
come to the U.S. through family reunification or employment sponsorship. Given higher
vulnerabilities facing refugees and undocumented families one would expect that these groups
would have the highest rates of child maltreatment among the foreign-born population.
Legal status of foreign-born families is a major barrier in accessing needed services. The
majority of native families in the child welfare system meet income requirements to qualify for
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public assistance. Even though foreign-born individuals are typically poorer than natives, many
of them are not eligible for any federal or state government benefits. More specifically, only
refugees and asylees are eligible for resettlement and other governmental assistance (e.g.
Medicaid, welfare) once entering the country. Other legal residents, who came after August 22,
1996, including those on family and employment based sponsorship as well as diversity
recipients, are not eligible to receive federal means-tested benefits during the first five years of
their residency in the U.S. (Broder & Blazer, 2011). Undocumented and those on a temporary
visa have never been eligible for public benefits except for emergency Medicaid and those
benefits that are not tied to welfare law restrictions (Broder & Blazer, 2011).
Differential Response in CPS
CPS has an important role in preventing maltreatment and its recurrence (Waldfogel,
2009). In the past two decades, Differential Response (DR), also referred as “alternative
response”, “family assessment”, “dual track”, has become an increasingly common way of
providing services in CPS with the goal to prevent future child maltreatment (Conley, 2007;
Waldfogel, 2009). This development has been due to increasing concern that a historical one way
of responding to CPS reports—traditional “investigative” way (TR)—has left many families
alienated and without further help (QIC, 2011). DR refers to an approach wherein CPS can
respond in more than one way to those reports that are screened-in or accepted for a formal
inquiry based on type and severity of maltreatment allegations, the number of previous reports,
child’s age, source of report, and family’s willingness to accept services (Kaplan & MerkelHolguin, 2008; QIC, 2011). At the same time both DR and TR share the same philosophy in
providing child protective response: focus on child safety, permanency, and child well-being;
partnership building with community organizations; and flexibility to changing family
circumstances so that appropriate response can be taken (Schene, 2005).
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While there is a great state to state variation in the implementation of DR, generally
reports that are severe, involve criminal behavior, or appear to indicate that there is imminent
child safety risk are directed to TR (e.g. severe physical abuse, sexual abuse) while those that are
deemed as low or moderate risk and have no immediate child safety concerns are directed to a
non-investigative pathway of DR. The core values of DR include family engagement (versus
adversarial approach), assessment of family needs (versus focus on the incident and disposition),
services (versus surveillance), encouragement to seek assistance (versus threat), and a continuum
of different and specialized responses (versus one sided approach) (Kaplan & Merkel-Holguin,
2008). Hence, cases served with DR are assessed for broad child and family needs without
determination that a child is at risk for maltreatment or that there is enough evidence to
substantiate a particular allegation. Other features of DR include focus on matching services to
needs, flexibility, provision of training and supervision to workers, maintenance of community
partnerships, and cultural competence (QIC, 2011). Yet another feature of DR is the capacity to
switch tracks (from DR to TR or TR to DR) if the level of risk or child safety changes (MerkelHolguin, Kaplan, & Kwak, 2006). The underlying premise behind DR is that families will be
more receptive to services if they feel less threatened and experience less stigma than being
under investigation (QIC, 2011). DR has an emphasis on a voluntary family participation and a
joint collaboration between a CPS worker and family to work on a service plan. Currently, 14
states have implemented DR statewide while another 11 states have it on a pilot/regional basis or
as a part of other innovative response approaches sharing DR’s philosophy (QIC, 2011). A
comparison summary of TR and DR approaches can be found in Appendix B.
Empirical evidence on DR. All, except one study on Illinois’s DR model, have found
that children served under DR are not at increased risk for safety threat and recidivism compared
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to those served under TR (Loman & Siegel, 2004b; Shusterman, Hollinshead, Fluke, & Yuan,
2005). DR has led to positive working relationships between families, CPS, and community
agencies, higher family cooperation, participation in decision-making process, satisfaction with
treatment from the worker, greater attention to family needs, less stress experienced by families,
and increased child safety, including lower re-reports and out-of home placement, controlling for
service receipt (Loman & Siegel, 2012; Loman & Siegel, 2004b; Loman, Filonow, & Siegel,
2010; Ruppel, Huang, & Haulenbeek, 2011; Siegel, Filonow, & Loman, 2010). A recent study in
Illinois, however, found that subsequent CPS reports (both screened-in and substantiated) were
higher in the DR than investigation group while there were no differences in foster care
involvement (Fuller, Nieto, & Zhang, 2013). Upon closer examination, the evaluators discovered
that this finding was likely due to large proportions of families that were first assigned to DR but
later switched back to TR and those that withdrew from the program early. It should also be
noted that eligibility for IL’s DR track was fairly different than that of other states (neglect
reports only and first time entries).
DR families are more likely to receive all types of services than those served under TR,
including instrumental (e.g. help with rent, basic needs, transportation, child care) and
therapeutic (e.g. counseling) except for substance abuse help (Shusterman et al., 2005; Siegel et
al., 2010). Some studies also found that families served under DR were provided services earlier
than those served under TR, and that timing of service provision was instrumental in outcome
attainment (Loman & Siegel, 2004a; Loman & Siegel, 2004b).
The strongest evidence so far comes from Minnesota’s experimental study. The study
found that families that were offered the DR approach were less likely to have subsequent
recurrent CAN reports at the two, four, six, and eight-year follow-ups (Loman & Siegel, 2012;
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Loman & Siegel, 2004b; Siegel & Loman, 2006). This study also found that at one year follow
up DR families experienced less financial stress, domestic violence, and substance abuse while
children had less negative outcomes (e.g. health and behavior) though this difference did not
reach statistical significance. The success of the program has been attributed to its focus on
family engagement, attention to overall needs, linkage to community based agencies, and
provision of a greater number and variety of services (e.g. basic needs) that traditionally have not
been part of CPS. Service provision and the DR approach by itself had independent effects on
recurrence, particularly for families with no previous CPS history (Loman & Siegel, 2012).
Although the rates for re-reports and out-of home placement have been lower for children served
with DR than those with TR, the overall differences are reported to be modest. For example, in
Ohio 11.2% of DR vs. 13.3% of TR experienced re-reports and 1.8% of DR vs. 3.7% of TR
families experience placement (Loman et al., 2010).
Despite a number of DR studies, still very little is known about what type of CPS
services are effective in preventing maltreatment and recidivism as well as the impact of specific
services on other outcomes (QIC, 2011; Waldfogel 2009). Nevertheless, one recent analysis
offering an eight-year follow up of DR suggests that instrumental or material services may lead
to lower recurrence and out of home placements, with the strongest effects for first time CPS
enterers (Loman & Siegel, 2012).
The relative success of DR has led some states to provide early prevention services to
families whose reports are screened-out of CPS (have not met state’s statutory guidelines for
official response) (Morley & Kaplan, 2011). Although DR and a pathway for screened-out cases
(technically not classified as DR path in the literature) differ in their point of entry they share a
number of commonalities (see Appendix B). Both pathways are based on strength-based
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perspective that focuses on safety and well-being of children, addresses broad family needs, and
approaches families in non-adversarial way (Loman, Shannon, Sapokaite, & Siegel, 2009;
Morley & Kaplan, 2011).
A program evaluation of a pilot Parent Support Outreach Program (PSOP) study in MN
found that families with high levels of need related to poverty and substance abuse had
significantly fewer subsequent child maltreatment reports when they were offered services
addressing those needs and utilized them at a high rate compared to those families who had
similar needs but did not receive PSOP (Loman et al., 2009). This analysis, however, did not
examine differential effects for various ethnic and racial groups, used few controls, and did not
have a long follow up period after termination of services. California’s version of DR includes
three tracks, with Track 1 responding to cases screened-out of CPS or otherwise at risk for child
maltreatment (e.g. residence in high poverty neighborhoods) (QIC, 2011). Evaluation of the first
pilot early DR program, named Another Road to Safety, implemented in one county found that
there were no significant differences in the likelihood of re-report, timing of report, and
investigations between families served in the program and those that were eligible for services
but denied due to program capacity (Conley & Berrick, 2010). However, methods used in this
study suffered from weak internal validity, providing limited confidence in the findings.
DR with diverse cultural groups. While no evaluation studies of DR have
systematically examined outcomes for foreign-born families, a few sites looked at ethnically
diverse families and communities. In Minnesota, child outcomes were examined separately for
Caucasian, African American, and Native American families (Loman & Siegel, 2004b; Siegel &
Loman, 2006). Lower re-report rates were found in all three ethnic groups. In Ohio, AfricanAmericans had lower re-report rates than Whites, which, according to the authors, might have
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been due to a higher need for and receipt of financially based services (e.g. child care, legal
services, furniture) among African Americans (Loman et al., 2010). In several counties in
California, a specialized engagement model (Point of Engagement) has been employed in
African American and Latino neighborhoods to engage families and faith based organizations
with social services, including child welfare, domestic violence, and substance abuse (Marts,
Lee, McRoy, & McCroskey, 2008). It has led to reduction in out of home placements, increase
in reunification and adoptions, and a positive perception of CPS in neighborhood.
Engagement in CPS Services
Outcomes for children and families involved in CPS depend on family stressors and
needs as well as on service factors and barriers accessing services (Pine & Drachman, 2005).
Many times family needs may be addressed through one or several support services (e.g. parent
education, basic needs, counseling) either within CPS or contracted community agencies.
However, service characteristics are also important to consider while examining the service
effect on outcomes (DePanfilis & Zuravin, 2002). Prior research has showed that service receipt
(Chaffin & Bard, 2006; DePanfilis & Zuravin, 2002; Drake et al., 2003; Fluke, Shusterman,
Hollinshead, & Yuan, 2008), length of CPS services (Johnson & L’Esperence, 1984), number of
caseworker visits (Johnson, 1996; Schuerman, Rzepnicki, & Littell, 1994), type and number of
services (Loman & Siegel, 2012; Schuerman et al., 1994), and family cooperation (Johnson,
1994; Wagner, 1994) are important service indicators that may affect child welfare outcomes.
Although prior DR evaluation studies have examined these service factors descriptively, little is
known how these service dimensions relate to outcomes. In addition, it is important to consider
the relationship of risk factors from multiple domains, family’s demographic characteristics, and
participation in services outside child welfare in regards to CPS service indicators and outcomes.
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Thus, there is a need to examine how the service factors relate to outcomes for different sociodemographic groups while considering multiple risk factors.
Barriers to engagement for the foreign-born population. For foreign-born families
several factors, including families’ attitudes, acculturation difficulties, and service barriers, may
hinder family’s service engagement and outcome attainment. Studies report that the foreign-born
population may be less likely to seek formal help because of ineligibility for public services,
language issues, lack of insurance, workers’ unawareness about issues facing the population,
mutual cultural misunderstandings between families and workers, cultural insensitive
interventions, and lack of translators (Ayon, 2009; Ayon, Aisenberg, & Erera, 2010; Capps &
Fortuny, 2006; Earner, 2007; Lincroft et al., 2006; Maiter, Alaggia, & Trocme, 2004; Shor,
1999). Foreign-born families involved with CPS speak very little English, have a weak support
system, fear deportation, and know nothing about U.S. CPS and legal systems and child welfare
case process (Ayon et al., 2010; Earner, 2007; Maiter & Stalker, 2011). Legal status and low
English language proficiency often prolong CPS cases, as more time is needed to meet
requirements for services (Ayon, 2009). Additionally, some foreign-born parents are afraid to
accept public child welfare services, as it may compromise their eligibility for legal permanency
status by being deemed as a “public charge” (Dettlaff, Vidal de Haymes et al., 2009). Confusion
about foreign-born population’s service eligibility and unawareness of legal issues may result in
service denial and/or inappropriate referrals (Ayon, 2009; Earner, 2007). Additionally, structural
barriers within CPS (e.g. high case loads, workers’ limited time with a client) further hinder
successful service engagement (Ayon et al., 2010). Overall, these are important enabling factors
in service engagement that may lead to delays in development of appropriate service plans,
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reunification as well as parental feelings of fear, disempowerment, and vulnerability (Earner,
2007).
Another important enabling factor in service utilization is availability of culturally
competent services (Drake, 1996; Rajendran & Chemtob, 2010). One study suggests that CPS
workers may play an important role in helping foreign-born families access mandated services
(Ayon, 2009). The study found that it was important for CPS workers not only to know about a
particular resource and its quality but also whether or not the agency was able to provide services
to a specific population (e.g. undocumented, Spanish speaking) (Ayon, 2009). Hence, prior
negative experiences of state intervention, cultural insensitivity and unresponsiveness to the
family’s needs may affect parental cooperation in CPS (Ayon et al., 2010; Carten, Rock, & BestCummings, 2002; Earner, 2007; Maiter & Stalker, 2011). At the same time cultural values of
family solidarity and integrity preservation enable parents to do everything required to preserve
family’s unity (Ayon et al., 2010; Zhai & Gao, 2009).
Foreign-born population’s experiences in CPS. Overall, there is very little research on
foreign-born families’ experiences in CPS and provision of services. Existing studies report that
there is unmet need for parental and children’s mental health and chemical dependency services
(Carten et al., 2002; Dettlaff & Cardoso, 2010). One study examining South Asian foreign-born
parents’ experiences in Canadian CPS found that parents expressed need for more services
(instrumental and therapeutic), frequent contact with the worker, desire to learn how to access
services as well as guidance around parenting (e.g. behavior management, referrals to parenting
and support groups) (Maiter and Stalker, 2011). The same study also found that families wished
for CPS interventions to be family rather than child focused, receive services that addressed
broader needs rather than focus on the incident, and have sensitivity to cultural and contextual
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situations. Another study examining use of family support services in CPS found an overall high
service utilization among the foreign-born population (Rajendran & Chemtob, 2010). About half
of foreign-born families utilized some sort of family support services, most commonly—
financially based followed by therapeutic services (e.g. childcare, food aid, transportation,
parenting, and family counseling).
In sum, the above findings suggest that foreign-born families may face a number of
barriers in accessing services, which in addition to families’ cultural norms may affect foreignborn families’ cooperation level, service receipt, service adequacy, and participation in services.
It is unclear, however, how these service factors would impact subsequent outcomes. The
investigator is not aware of any studies examining this relationship for foreign-born families.
Maltreatment Risk by CPS Screening and Disposition
While research evidence on outcomes based on disposition determination (substantiation
status) has been accumulating (Bae, Solomon, & Gelles, 2007; Connell, Bergeron, Katz,
Saunders, & Tebes, 2007; Drake et al., 2003; Hussey et al., 2005; Kohl, Drake, & Jonson-Reid,
2009), relatively little is known about how individuals differ on baseline risk, services, and
outcomes in DR and TR programs and even less is known about the differences between
screened-in and screened-out cases. Additionally, hardly anything is known about the differences
in case characteristics between foreign and native-born populations. Clearly, this is a knowledge
gap as such information is necessary to determine the efficacy of path assignment and CPS
screening procedures in relation to child and family outcomes. Further, the use of screening as a
mechanism to receive CPS services highlights the importance of this issue.
Studies comparing DR and TR approaches suggest some differences in case
characteristics, services, and outcomes. In particular, while families referred to both tracks are
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comparable on child’s race and gender, TR serves more families with younger children and those
with sexual abuse and severe physical abuse allegations than DR (Chipley, Sheets, Baumann,
Robinson, & Graham, 1999; English, Wingard, Marshall, Orme, & Orme, 2000; Siegel &
Loman, 2000). Overall, little is known about differences in family functioning and service
provision between families in DR and TR tracts (Shusterman et al., 2005; Siegel & Loman,
2000). While some studies found that families in DR receive more services (Loman & Siegel,
2004a; Loman & Siegel, 2004b), others suggest that families in both tracts are equally likely to
receive services (Shusterman et al., 2005; Virginia Department of Social Services [VDSS],
2004). Lastly, studies examining outcomes of both tracts suggest that child safety is maintained
under DR and in some cases improved from TR (Chipley et al., 1999; English et al., 2000;
Loman & Siegel, 2004a; Loman & Siegel, 2004b; Loman et al., 2010).
Although a number of states have formal responses to screened-out reports (Morley &
Kaplan, 2011), very little is known how individuals differ on baseline risk, engagement in
services, and outcomes between different levels of programs as determined by CPS screening
criteria (e.g. screened-out vs. screened-in). There are only two studies comparing programs
serving screened-out and screened-in families, both briefly described below.
One study offering insight into path assignment differentiation comes from California.
The state uses three response paths to CAN allegation reports. The first path offers a formal
response to screened-out cases while the second and third resemble DR and TR approaches
respectively. The study compared family demographics, type of presenting problems, and service
receipt among screened-out, screened-in (DR), and those enrolled in a community prevention
program (not referred for CAN) and found expected differences in family characteristics based
on program design but little differences in service receipt (Franke, Bagdasaryan, & Furman,
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2011). In particular, while families were similar on demographics (race, marital status, number
of children, child’s age), those with problems of housing, substance abuse, domestic violence,
mental health and emergency help were more frequently though not significantly screened-in and
assigned to Path 2 (DR) than were screened-out. Families with parenting issues were equally
likely to be screened-in and screened-out while those with other problems were more likely to be
screened-out than screened-in or be in the community prevention program. Service receipt of inhome visitation, substance abuse and domestic violence services was higher for screened-in (DR)
than for screened-out cases or community prevention program but families in community
prevention program received more other type of services (Franke et al., 2011).
Loman, Shannon, Sapokaite and Siegel (2008) in their interim PSOP program evaluation
report state that families in PSOP (screened-out) and DR (screened-in) programs in Minnesota
did not significantly differ on demographics (race/ethnicity, children’s disabilities and
behaviors). However, families in PSOP were of lower socio-economic status and had multiple
needs. In particular, a higher proportion of individuals in PSOP was poorer, unemployed and had
lower education than those families in DR (Loman et al., 2009). Families in PSOP were slightly
but not significantly more satisfied with their workers than DR families and both were
significantly more satisfied than TR families. Although this analysis offers a preliminary insight
into the differences between the two programs to be analyzed in this dissertation study, it did not
control for important factors (e.g. prior reports, service receipt) in the analyses. Additionally, the
sample and timeframe differed between the two programs and no outcomes were examined.
CPS workers’ Perspective on the Foreign-Born Population
Research shows that worker-parent relationship is related to parental experience of CPS,
engagement and satisfaction with services, and child welfare outcomes (Dumbrill, 2006; Kapp &
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Vela, 2004; Lee & Ayon, 2004). However, very little is known about how CPS workers perceive
foreign-born families involved in the child welfare system. There is only one empirical study
exploring CPS workers’ views on working with foreign-born families (Ayon, 2009) and a couple
studies on parental perspectives regarding their relationships with CPS workers (Ayon et al.,
2010; Maiter & Stalker, 2011). Given the limited scholarship on workers’ perspectives regarding
foreign-born parents in CPS, there is an urgent need for more studies that would help develop a
greater understanding of how workers engage and serve foreign-born families.
Ayon (2009) study found that those foreign-born Mexican parents who did not know the
child welfare system, how to express their concerns, or what was required of them were more
cooperative and respectful in their workers’ view than the US-born parents. Cooperative parents
were usually recent immigrants, monolingual, and those who had no prior CPS history. At the
same time workers reported that families who did not know the system were at risk for not being
compliant because they did not know what was expected from them. On the other hand, those
parents who knew the system and expressed their needs were viewed as non-compliant and
“working the system”, especially if they were undocumented or monolingual families. In
workers’ view, foreign-born parents experienced additional stressors while in CPS, mostly
related to their documentation status and poor English proficiency. In addition, workers reported
that many families got only basic and not quality services. Lack of community providers able to
serve undocumented families and a challenge of finding licensed providers proficient in another
language within commutable distance and timely manner made it difficult for foreign-born
families to comply with mandated services. Consequently, many foreign-born cases were lengthy
and complex, and some workers chose not to work with foreign-born or monolingual speaking
families as their cases took too much effort. Nevertheless, CPS workers were instrumental in
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connecting foreign-born families to needed services, and this largely depended on workers’
knowledge of community resources and their commitment to take an ‘extra’ step in connecting
families to services. Overall, workers’ efforts varied greatly and those who provided extra help
did not do it uniformally to all families. The study also found that CPS workers did not consider
immigration status in their engagement strategies and service planning with these families even
though it was one of the major factors in families’ ability to access services. Similarly, another
study reports that CPS workers in NYC do not routinely incorporate cultural information in
service planning with Caribbean immigrants (Carten et al., 2002). In addition, the workers think
that immigration experience had no relationship with reasons that families entered the system.
A study examining parent-worker relationships from a parental perspective found that
foreign-born parents often experienced fear, worker’s power, unfulfilled expectations of
worker’s role, especially about their dual role of offering help and taking away children, and
received mixed messages from service providers (e.g. agreeing to be part of program meant to
have an open CPS case) (Ayon et al., 2010). Additionally, parents often reported that they were
confused about how they should interact with workers, not to be seen as noncompliant. However,
other studies report that some foreign-born parents are grateful for CPS involvement (Maiter &
Stalker, 2011) and that some CPS workers assist foreign-born parents finding a formal advocate
to help increase parental voice in CPS (Ayon et al., 2010).
Measuring Outcomes in CW Services
Two commonly measured outcomes of child welfare services are recidivism and out of
home placement. This is not surprising given that the main CPS goal is to increase child safety
and permanency. With the introduction of DR in the CPS there has been a shift of focus on
broader family needs. Although child safety and permanency are still the main goals of the DR
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approach, broader focus of DR and its service provision has generated a need to evaluate
outcomes beyond child safety. QIC-DR (2011) in their review of DR literature have identified a
number of other outcomes, spanning child, family, agency, and community domains, that DR
targets to achieve. Yet, relatively few evaluation studies have examined outcomes beyond child
safety.
Outcomes of recidivism or recurrence to CPS during the follow-up period (usually up to
six months post case closure) have been the most frequently evaluated DR outcomes of child
welfare services, measured exclusively by CPS administrative case records (QIC, 2011). In
addition to whether there was a re-report or not, other studies have examined more specific
dimensions of new CAN allegations (e.g. type and severity) in order to see if the issues that
brought families to CPS the first time have changed or not (Loman & Siegel, 2004b; Siegel et al.,
2010; VDSS, 2008). Both accepted reports and victimization disposition have been used in these
studies. Although there is a controversy about using disposition status as recurrence outcome
variable exclusively (Hussey et al., 2005; Kohl et al., 2009), the default of DR (screening in for
further determination of whether to assign to DR or TR) makes the use of disposition status alone
inappropriate. Out of home placement, measured by whether or not there was a removal, number
of moves and length of placement, has been examined in a number of DR studies as well,
however, to a lesser degree than recidivism and mostly by removal indicator only.
Besides recidivism and placement, very little is known about DR’s potential to impact
other outcomes of family’s well-being (QIC, 2011). In particular, no study has looked at parental
mental health or substance abuse and only one study examined children’s behavioral health
(QIC, 2011). Examination of family’s economic hardship has been limited to parental selfreports (Merkel-Holguin et al., 2006; Siegel & Loman, 2006). Additionally, few outcomes have
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been examined longitudinally and hardly anything is known about outcomes of child welfare
services among foreign-born families or how they may differ from U.S.-born families.
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Chapter 3: Research Design and
Methodology
This chapter describes the research methods that were used in this dissertation study.
Study design, sample, data sources, measures, and data analysis are presented. The overall
approach to the study will be discussed first followed by a description of the methodology for
each research question.
This dissertation study was built on research done by Institute of Applied Research
(IAR), the primary contractor in evaluating Minnesota’s DR and PSOP programs. Data for the
present study included a pre-existing longitudinal data archive created by IAR during the
evaluation supplemented by new data collected for this dissertation to analyze services and
outcomes of the two prevention programs. The new data included updating administrative
records to extend the time and adding new employment and welfare information. Finally, a
small supplemental qualitative component was completed to better understand worker
perceptions related to the foreign-born population. The investigator and IAR had a formal
agreement granting the investigator access to the data possessed by IAR obtained from
Minnesota as part of research conducted for the state. The questions asked in this dissertation
were unique to the proposed work and were not otherwise addressed by IAR.
Study Design
This study used a mixed methods design to examine baseline family needs, program
engagement, services, and child welfare and family well-being outcomes controlling for type of
program and nativity status. Because the focus of both programs was on a family unit instead of
an individual child or family members, the family was the main unit of analysis in this study.
Question 5 required primary qualitative data collection. Although the events and services had
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already occurred, the presence of exact service and outcome dates allowed for longitudinal
“prospective” (prospective from the time of the initial data elements) analyses for Questions 1-4
relative to the date the families first contacted the system.
Questions 1-4 involved quantitative secondary data analyses of data drawn from the two
larger IAR studies and newly acquired administrative data. Hypotheses 1A and 2A-C evaluated
differences in the three constructs of interest (risk, engagement, outcomes) between DR and
PSOP programs. Hypothesis 2D modeled the relationship between risk factors and outcomes as
moderated by services. For questions 1 and 2, no distinction was made between foreign and
native-born populations. Questions 3 and 4 looked at DR and PSOP programs separately due to
significant differences that were found between the two programs as a result of analyses done for
questions 1 and 2. In addressing questions 3 and 4, the focus was on determining differences
between foreign and native-born populations relative to risk factors, engagement, outcomes
(H3A-B, 4A-B) and the relationships between these constructs (H4C). Question 5 involved
conduct of interviews with 15 DR and PSOP workers who had at least some contact with
foreign-born clients. The inclusion of a qualitative component was warranted given the need to
understand the processes behind the quantitative findings for the understudied population
(Creswell, & Clark, 2007). Key issues such as perceived qualitative differences between foreign
and native-born populations informed final statistical modeling, result interpretation and framing
of implications.
Sample
Study site. Minnesota is home to one of the best developed DR programs and is among
the few states to offer these services to screened-out families (PSOP program) (Morley &
Kaplan, 2011). The foreign-born population in Minnesota is small, approximately 7.1%, or half
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of the national average (Migration Policy Institute, n.d.). Yet it is the home to the largest
communities of foreign-born Somali and Hmong groups in the U.S., populations thus far absent
in the maltreatment literature. The unique aspect about Minnesota’s foreign-born population is
that it has a considerably higher proportion of refugees compared to the national average (35%
vs. 8%) while much lower proportion of undocumented workers (16% vs. 25%) (The Advocates
for Human Rights, 2006). The largest foreign-born groups come from Asia (37% vs. 28%
national average), Latin America (25% vs. 53%), Africa (20% vs. 4%), and Europe (11% vs.
12%). Because there is also a considerable Latino population, comparisons of the study results
can be made to prior findings with Latino immigrants (Dettlaff et al., 2009; Altschul & Lee,
2011).
Study quantitative sample. The quantitative study sample included a combination of a
subset of families from a prior PSOP evaluation study and families that received DR, a
population that had not been included in prior evaluation studies. Families in both programs were
enrolled between January 2006 and December 2008 in six Minnesota counties. Their outcomes
were tracked through August 2010.
The original pilot PSOP program criteria included families with children under five years
old reported to the state’s CPS but screened-out rather than receiving an investigation or
assessment. Later the criteria was expanded to include families with children under age 10 whose
reports were screened-out and those who were referred to PSOP from other sources, including
Minnesota Family Investment Program (MFIP, i.e., state’s TANF), community agencies, and
self-referrals. This study included families referred from all different sources. The pilot program
operated from April 2005 through the end of 2008 in 38 MN counties (note that this study
selected families from January 2006 due to unavailable records for the DR sample in 2005).
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The program implementation varied by county and included a variation of three case
management models: contracted private workers (case management was contracted to one or
more community agencies), dedicated public workers (case management was given to public
CPS workers exclusively working on the PSOP), and divided service workers (case management
was handled by public CPS workers who besides PSOP also dealt with other cases) (Loman et
al., 2009). Out of six counties selected for this study, three counties had a dedicated case
management model, two counties had contracted workers while in one county PSOP workers
handled other cases as well. In the PSOP pilot study, there were 8,830 offers of services made
over four years, with an acceptance rate for services of 49.5%. The current study had an
acceptance rate of 52.8%.
The DR program has operated statewide since late 2004. This study used DR cases drawn
from the same counties that also had PSOP and was further limited to families served from 2006
through 2008. This restriction was necessary to control for county variability in CPS screening
procedures as well as time and place variant contextual effects. In addition, the sample selection
of both programs for this study was further limited to the residence of foreign-born families. The
PSOP pilot study included a mix of rural, urban and suburban counties, some with a very small
number of foreign-born families in their CPS caseloads. Upon examination of the preliminary
data, it was discovered that the majority of foreign-born families (91% of PSOP and 94% of DR)
lived in six metro counties (Hennepin, Ramsey, Dakota, Scott, Olmsted, and Anoka). Therefore,
the final sample for this study was limited to those six counties. The socio-demographic
characteristics of study counties can be found in Appendix C.
The study sample for questions 1-4 included 1,964 families in the PSOP and 1,793
families in the DR programs. Of these, 355 in PSOP and 647 in DR were foreign-born. Table 1
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below presents number of foreign-born groups by nationality or region of birth in both programs.
Within PSOP, the foreign-born comprised 18.06% of the sample. The largest foreign-born group
was Hmong (36% of the foreign-born PSOP sample) followed by Latinos (30%) while other
nationalities were represented by much smaller numbers and were grouped into ‘other’ category
(34%) in the subsequent analyses. Within DR, the foreign-born population comprised 36.08% of
the total sample. The largest group was Latinos that comprised 46% of the foreign-born
subsample followed by Hmong (17%), Somali (13%) and all others (24%).
Table 1. The Foreign-born Population by Nationality/Region of Birth

Latinos
Hmong
Other Southeast Asians
Somali
Other Africans
Eastern Europeans
Others/Unknown

PSOP
104
129
27
29
20
11
35

DR
295
110
45
81
48
18
50

Total
399
239
72
110
68
29
85

Total Foreign-borns
% of the Whole Sample

355
18.06

647
36.08

1,002
26.67

Study qualitative sample. The qualitative part of the study employed a purposive
sampling method to select the PSOP and DR workers for interviews. The criterion was to have
some previous contact with foreign-born families. The sampling frame of the qualitative sample
included the same counties as the quantitative sample. Individual and dyadic interviews with
program workers were conducted in four of the six study sample counties. Specifically,
interviews occurred in Anoka, Hennepin, Ramsey and Olmsted counties, two of which followed
the contracted case management model in their PSOP program while two others used dedicated
PSOP workers. In Anoka and Olmsted counties, county CPS workers were interviewed while in
Ramsey and Hennepin counties contracted community agency workers were recruited to
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participate. Hmong American Partnership, a community agency specializing in Hmong and
Karen population, which included many one stop services, provided case management services
to PSOP and DR families in Ramsey County. Comunidades Latinas Unidas en Servicio agency,
specializing in one stop services for Latino clients, provided case management services for
families involved in the DR program in Hennepin County. Two other counties (Dakota and
Scott) and CPS county office in Hennepin declined to participate in the study due to ongoing
structural changes to the county CPS system at the time of recruitment process and directors’
perceived burden to the workers following the change.
The qualitative sample included a total of 13 interviews with 15 workers (per worker
request two interviews included dyads). Five workers worked for PSOP while nine were DR
workers and one worker was involved in both programs. Of these, five workers were
supervisors either in a CPS county office (n=3) or community agency (n=2) while 10 workers (7
from county CPS and 3 from community agencies) were directly involved either in the
assessment process or/and case management services. All but one worker were female and the
majority were European descent with an exception of one county worker and all community
agency workers whose ethnic background represented families served by an agency (Hmong
and Hispanic/Latina). The majority of workers (n=9) had Master’s in Social Work degree while
four had bachelor’s and two were high school graduates with some college credits. Almost 75%
of workers had been employed with an agency for ten years or longer. Across both programs,
six workers reported taking a case manager’s role while four workers were mainly responsible
for the assessment process and one worker, in a dedicated county model, was with a family
from start to end. When asked about an average number of foreign-born families on caseload,
the workers reported 1-30, with an average of 3.
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Data Sources
This study drew on several data sources: the Minnesota Social Services Information
System (SSIS), Unemployment Insurance (UI), Income Maintenance (IM), U.S. Census data for
both PSOP and DR programs and survey responses of PSOP workers. Each of these data sources
is briefly described below.
SSIS. SSIS is the state’s automated social services administrative database. In addition to
child protection case records, it also contains foster care, adoption, mental health, substance
abuse, and disabilities records among others. Monthly extractions of this database were received
by IAR through 2008 as part of evaluation data of related studies. The SSIS database includes
records of family demographic characteristics, details on a specific CAN report (e.g. reporter,
intake description), assessment and case management information, and worker time log
documenting hours and number of visits spent with a family. It also includes data for child and
adult mental health and substance abuse treatment services, disability information, the Structured
Decision Making Family Risk Assessment (FRA), and the Structured Decision Making Family
Needs and Strengths (FNS) (see measures section for more details). FNS and FRA information is
entered directly into SSIS and was received by IAR as part of the monthly data extractions.
Although the primary purpose of the FRA tool is to determine the probability that a family will
continue to maltreat their children, it also contains other items (e.g. family’s cooperation). This
study used this tool for those secondary measures.
Unemployment Insurance. Longitudinal data for employment status and family’s
income was obtained from the state’s Department of Employment and Economic Development.
The data came in quarterly summaries for the period of 2005 through 2012. To be consistent
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with child welfare data, tracking of employment outcomes for this study was through August
2010.
Income maintenance. Income maintenance data was obtained from Minnesota’s MAXIS
computerized system. MAXIS supports eligibility determination for cash assistance and food
support programs (e.g. MFIP and federal Supplemental Nutrition Assistance Program [SNAP]).
Longitudinal data for welfare eligibility information, work and amount of benefit was obtained.
The data also included some demographic characteristics (e.g. nativity and language spoken at
home). The data came in annual summaries for the period of 2005 through 2012. Tracking of
welfare outcomes for this study was through August 2010.
U.S. Census. Community variables were obtained from the 2007-2011 American
Community Survey data, provided by the U.S. Census Bureau. This release included estimates of
contextual characteristics (percentage of child poverty, median income, racial segregation,
foreign-born population) at the zip code level, which were then linked to family information.
Survey data. The Extended Family Assessment (EFA) is a worker filled out
questionnaire completed as part of the original PSOP evaluation. The purpose of this tool was to
gather more detailed information about family needs, responses to the program, cooperation,
referrals and services provided that were not available through SSIS database. The EFA was
completed upon the PSOP case closure through evaluator’s (IAR) website. The EFA was
available on 66.40% of PSOP families in this study.
Measures
Variables used in the quantitative part of the study were drawn from the administrative
and the survey data sets described above. The study included the following: socio-demographic
characteristics, immigration related factors, psychosocial risk factors, case characteristics,

45

community factors, services, and family well-being measures. Table 2 provides a summary of
variables used in this study. Many of the same constructs comprised dependent, independent and
control variables depending on the research question.
Group variable. Program group, also referred to as a treatment type variable,
represented the program that families were in: PSOP = ‘1’ and DR = ‘0’. The grouping variable
served as a dependent variable in Hypothesis 1 and as an independent variable in Hypothesis 2.
Socio-demographic characteristics. Demographic variables included the following
family level factors: main caregiver’s age, race and ethnicity, marital status, family structure,
disability, family’s employment status, number of adults employed, annual wages, number of
hours and quarters employed, receipt of welfare, and poverty status. These variables, except for
economic well-being measures, primarily served as controls in data analyses. All but variables
related to employment and welfare benefit information were primarily drawn from SSIS but
were also repeated in other data. Caregiver’s age was a continuous variable, which came from
SSIS data. This usually included maternal caregiver’s age, and in cases, where there was no
female associated with the case, it contained father’s age. Race and ethnicity information
included the following categories: Caucasian, Black or African American, American Indian,
Southeast Asian, Other Asian, Pacific Islander and Unknown. Southeast Asian, Other Asian, and
Pacific Islander categories were grouped under an “Asian” category due to relatively small
numbers across the categories. Unknown category was coded as missing. Hispanic ethnicity (1 =
’Hispanic’, 0 = ‘non-Hispanic’) was a separate variable indicating if one was of Hispanic descent
or not. The original variable for marital status included the following categories: single/never
married, married living with spouse, married separated without legal action, married involuntary
separated, legally separated, divorced, widowed, other and unknown. The variable was
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regrouped into the following three categories: single/never married, married (living together or
separated involuntary), and separated (legally or not), divorced or widowed. Family structure
construct included the following variables: number of children, number of children by age and
gender, number of adults, number of adults by gender, which all came in a continuous form,
while single parent (female only and male only) and two-parent household were binary variables.
It should be noted that continuous variables were derived over time rather than existing at case
start. That is, numbers of children and adults represented family members at case end. Single and
two-parent household variables meant family members associated with a case rather than
physically living in the same household. Disability status in a family from the SSIS data included
the following categories: developmental disability with or without mental retardation, learning
disability, and physical disability. In addition to SSIS, disability status was also present in the
FNS tool (described below), which included ‘health or serious health problem or disability’ (1 =
’present’, 0 = ‘absent’). Both measures were combined into a disability measure (1 = ’disability’,
0 = ‘no disability’) although specific disability categories were presented in some bivariate
analyses.
Economic well-being variables. Employment and welfare related information primarily
came from the UI and IM data but were also repeated in other data. Employment status and
welfare involvement served as both dependent and control variables. Employment status at the
follow-up, a dependent variable, represented a longitudinal measure of employment status for
any adult in a family. It contained three categories: consistently employed (from case start
through the follow-up), newly employed (not employed at case start but gained employment
during the case or at the follow-up and remained employed at the follow-up), never employed or
no longer employed (no employment history or employed at case start but lost employment
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during the case or the follow-up period). Employment status at case start (a control variable)
represented employment for any adult in a family and included the following three categories:
employed at case start, employment history but not employed at case start, and never employed.
A time varying indicator of employment status (1 = ‘employed’, 0 = ‘not employed’) was created
to be used as a covariate predicting child welfare outcomes given strong theoretical and
empirical associations between maltreatment and the economic well-being. This variable was
lagged one quarter relative to CPS reports following a prior study (Slack, Lee, & Berger, 2007).
Number of adults employed was an ordinal variable with the following categories: none, one,
two or more. Number of hours and quarters employed and annual wages were continuous
variables but a categorical form for annual wages was also derived: $0, $1-9,999, $10,00019,999, $20,000-29,999, $30,000 and more.
Similar to employment, welfare involvement served both as a dependent and control
variable. Welfare involvement represented receipt of either MFIP or SNAP benefits. The
dependent form of welfare involvement contained three categories: always on welfare (from case
start to the follow-up), newly on welfare (not on welfare at case start but started receiving
benefits during the case or the follow-up period), and never on or got off welfare. Welfare
involvement at case start was a control variable with the following categories: receiving welfare
at case start, past welfare history only, and no welfare history. Receipt of welfare benefits served
as a proxy indicator of poverty. However, this measure was a less stringent substitute for official
poverty data (eligibility for SNAP is under 130% of the federal poverty line). In addition to
welfare involvement, another measure of poverty was created, which combined measures of
welfare involvement, annual wages and employment status. A family was poor if they had low
enough income to qualify for SNAP (with or without receiving it) adjusted for family size, was
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unemployed or received welfare. This poverty measure served as a dependent variable in the
outcome analyses.
Table 2. Summary of Variables, Data Source and Measures
Construct/Variable
Socio-demographics
Caregiver’s age
Caregiver’s race

Data source

Measure or level of measurement

SSIS
SSIS

Caregiver’s ethnicity
Marital status

SSIS
SSIS

Family structure

SSIS

Disability in a family
Employment status

SSIS & FNS
UI

Other employment related
characteristics

UI

Annual wages

UI

Receipt of welfare

IM

Poverty status
Publicly funded non-welfare
social services
Foreign-born related
characteristics
Nativity
Acculturation

UI & IM
SSIS

Continuous
Caucasian=1, Black or African American=2,
American Indian=3, Asian=4
Hispanic=1, non-Hispanic=0
Single/never married=1, married=3, & separated,
divorced or widowed=3
Continuous: number of children, number of
children by age, number of adults, number of
adults, number of adults by gender; single female
household=1; single male household=1; two-parent
household=1.
Disability=1, no disability=0
Employment at case start (at least one adult in a
family): employed=1; employment history only=2;
never employed=3
Employment at follow-up: consistently
employed=1; newly employed=2; never or no
longer employed=3
Time varying employment status: employed=1, not
employed=0
Number of adults employed: none=0, one=1, two or
more=2
Continuous: number of hours, number of quarters
employed
Continuous & categorical: $0=1, $1-9,999=2,
$10,000-19,999=3, $20,000-29,999=4, $30,000 or
more=5
Receipt of welfare at case start: on welfare=1,
history only=2, never received=3
Receipt of welfare at follow-up: always on
welfare=1, newly on welfare=2, never or got off=3
Poor=1, not poor=0
Prior to the case, during, and after: services
received=1, not received=0

IM & SSIS
SSIS

Foreign-born=1, US-born=0
Low acculturation/English proficiency=1, high
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acculturation/English proficiency=0
Psychosocial risk factors
Problematic mental health
Problematic parenting skills

FNS, SSIS &
IM
FNS

Substance abuse
Unmet basic needs

FNS & SSIS
FNS

Domestic violence

FNS

Low social support

FNS

Limited communication/
interpersonal skills
Poor life skills
Community resource utilization
problems
Child welfare case characteristics
Child maltreatment

FNS

Referral source
Community characteristics
County type
Community socio-demographics

SSIS

Service factors
Case management services
receipt
Family’s level of cooperation
Type of services offered
Level of participation in services
Service barriers
Other service factors

FNS
FNS

SSIS

Adult mental health problems=1, no problems=0
Child mental health problems, no problems=0
Moderate difficulties or destructive parenting
patterns=1, good or minor problems in parenting=0
Active or past substance abuse=1, no problems=0
Chronic or serious basic needs problems=1,
adequate needs or some problems but correctable=0
Domestic discord or serious domestic violence=1,
supportive relationship or occasional problematic
relationships=0
Limited or negative support network, or reluctance
to use available support=1, no problems or strong
support=0
Limited/ineffective skills or destructive/hostile
skills=1, strong or appropriate skills=0
Poor life skills=1, no problems or strong skills=0
Resource utilization problems or refusal to use
resources=1, appropriate resource utilization=0
Screened-in CPS reports (prior to the case, during,
after): report without placement=1, out of home
placement=2, no CPS history=3;
Screened-out CPS reports (prior & after); screenedout report=1, no report=0
Mandated reported =1, non-mandated reporter=0

SSIS
ACS

Large metro=1, suburban=2, other=3
Zip code level continuous variables: median
household income, education level, percentage of
foreign-born population, percentage of persons
speaking non-English, percentage of persons in
poverty, and percentage of children in poverty

SSIS

Case management services received=1, assessment
services received only=0
Cooperative=1, not cooperative=0
List of 24 specific services
Likert scale: 1=very little, 5=very much
Open-ended responses
Continuous: number of face-to-face, other, and total
contacts, case length

EFA, FRA
EFA
EFA
EFA
SSIS

Note: SSIS=social services administrative data, IM=income maintenance data, UI=unemployment insurance data,
EFA=Extended Family Assessment survey, FNS=Family Needs and Strengths instrument, FRA=Family Risk Assessment,
ACS=American Community Survey
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Publicly funded social services. Publicly funded social services included non-welfare
and non-CPS services funded either through federal, state and/or local funds. These services
were measured by presence of assessment and/or case management workgroups and came from
the SSIS. Measures were available for prior to, during the time the target case was open, and
after the case was closed.
Prior publicly funded social services and those provided during the target case included
adult and child mental health, substance abuse treatment, developmental disabilities support,
adult support, and other services. Qualification for these services was based on presence of
diagnosis and severity of a condition. Binary variables, indicating whether a family received any
of these services, were derived and served as control variables in the analyses. Adult and child
mental health and adult substance abuse service measures that started either during the case or
the follow up period served as dependent variables in the outcome analyses. Both receipt and
timing of these services was available.
Foreign-born population’s characteristics. The foreign-born population’s
characteristics included nativity information and English proficiency. Families were grouped into
native (US-born) and foreign-born (immigrants and refugees) according to caregiver’s country
of birth or the primary language status (1 = ‘foreign-born’, 0 = ‘US-born’). Caregiver’s county of
birth came from IM records while primary language was available in both SSIS and IM records.
For those without IM records (those without welfare history), primary language status served as
a proxy for nativity indicator. This measure has been used in at least one previous study and has
high face validity given that over 85% of non-English speakers are born outside the U.S.
(Dettlaff & Earner, 2009; Flores & Tomany-Korman, 2008; Grieco et al., 2012). Since country
of birth and primary language indicators were nominal, it was possible to examine different
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foreign-born ethnic groups (e.g. Latinos, Hmong, Somalis). Caregiver’s English proficiency, a
dichotomous variable indicating if a family needed interpreter services or not, served as a proxy
for acculturation (1 = ‘low English proficiency/acculturation’, 0 = ‘high English
proficiency/acculturation’), replicating acculturation measures of prior studies (Dettlaff et al.,
2009; Martin, Fisher, & Kim, 2012; Rhee et al., 2008).
Psychosocial risk factors. Psychosocial risk factors included family risks at the time of
the initial assessment of the target case. This information came primarily from the FNS
instrument; however, it was also reported in SSIS and welfare data. The FNS was a workercompleted assessment of family functioning in 13 domains, conducted at the end of the initial
visit. The original FNS items were measured on a four-point Likert scale but were combined into
binary variables in this study. The tool included detailed definitions for each point of the Likert
scale for a particular item. The following psychosocial risk factors served as control variables in
this study: emotional/mental health, parenting skills, substance abuse, housing/environment/basic
physical needs, social support, domestic violence, caregiver life skills,
communication/interpersonal skills, and community resource utilization.
Problematic mental health. Problematic adult mental health was measured by the FNS,
SSIS, and welfare data. According to the FNS, a mental health problem constituted any
diagnosed emotional or mental health disorder that interfered with ability to problem solve and
effectively care for self or children. The SSIS data included serious and persistent adult mental
illness (SPMI), and acute or other mental illnesses. In welfare data, mental illness fell under an
extension provision to receive MFIP benefits. Data from all three sources were combined to
derive a binary variable indicating whether any adult in a family had problematic mental health.
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Problematic child emotional health measure came from the SSIS and indicated whether any child
in a family had either severe or not severe emotional disturbance.
Problematic parenting skills. The problematic parenting skills measure came from FNS
and meant that a caregiver had ‘moderate difficulties in parenting’ or ‘destructive parenting
patterns’ as opposed to ‘good parenting skills’ or ‘minor difficulties in parenting’. Moderate or
destructive skills included abusive or neglectful caregiver’s acts causing minor or serious
injuries, lack of supervision, emotional abusive behaviors while minor difficulties might have
included some unrealistic expectations and occasional utilization of inappropriate discipline.
Substance abuse. The indicator for substance abuse came from both FNS and SSIS data.
Active substance abuse was measured by a FNS item defined as moderate or serious substance
abuse problems, which resulted in a disruptive or dysfunctional behavior and needed to be
treated. The SSIS data contained a diagnostic determination of either alcohol or drug addiction.
This data was historic rather than indicating active substance abuse at case start. Both sources of
data were combined to derive a binary variable indicating a problem with current or past
substance use.
Unmet basic needs. Unmet basic needs, measured by the FNS instrument, distinguished
those families that had ‘serious problems, not corrected’ and those with ‘chronic basic needs
deficiency’ from families with ‘adequate basic needs’ and those with ‘some problems, but
correctable’.
Intimate partner violence. IPV measure came from the FNS tool which distinguished
families with ‘domestic discord’ and ‘serious domestic discord/domestic violence’ from those
with ‘supportive relationships’ or ‘occasional problematic relationships’. Families deemed as
living in IPV situations experienced threats, intimidation, degradation, blaming with or without
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injuries. Families with serious IPV had involvement of law enforcement, restraining orders,
and/or criminal reports.
Low social support. A family had low social support if household members had a limited
or negative support network, were isolated and/or reluctant to use available support.
Limited communication/interpersonal skills. A family had communication problems if
they were deemed as having ‘limited or ineffective skills’ or ‘hostile/destructive’ skills compared
to those with ‘strong skills’ or ‘appropriate skills’. Limited communication/interpersonal skills
impaired the ability to maintain positive familial relationships, make friends, keep a job, and
communicate individual or family needs to schools or agencies. Those with hostile skills isolated
themselves from contact or acted in a destructive manner.
Poor life skills. A caregiver had poor life skills if there were problems or deficiencies in
budgeting, cleanliness, food preparation and age appropriate nutrition, recognition of medical or
educational needs, and if limited problem solving interfered with family functioning or severely
limited ability to function independently.
Community resource utilization problems. Community resource utilization distinguished
families with ‘resource utilization problems’ or ‘refusal to utilize resources’ who either did not
know about and/or did not access community resources from those that sought out and utilized
resources.
Child welfare case characteristics. Child welfare case characteristics included child
maltreatment, out-of home placement, and referral source. These measures were obtained from
the SSIS.
Child maltreatment and out of home placement. Child maltreatment in both programs
was measured by screened in or accepted reports to CPS as opposed to substantiated reports.
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Under DR, accepted reports were further screened in for family assessment or investigation
track. Thus, the use of substantiated reports alone would not be appropriate measure for this
study. In addition, given empirical evidence that there is little difference between unsubstantiated
and substantiated reports in their predictive validity of future reporting and developmental
outcomes for children, the use of all accepted reports is considered a more appropriate measure
of future risk (Hussey et al., 2005; Kohl et al., 2009), having the additional benefit of improving
power. Maltreatment was measured according to: screened-in reports, screened-out reports, and
timing. Child placement was measured as any placement of any child in a family. Placement
information included timing from case closure. Screened-in CAN reports and out of home
placement were measured prior to, during, and following the target case while historic and
outcome information was available for screened-out CAN reports. Prior CPS history and child
welfare outcome variables combined child maltreatment and foster care indicators into one
measure with three levels: screened-in CA/N report without placement, out of home placement,
and no CPS history. Historic and outcome information for a screened-out report was binary (1 =
‘screened-out’, 0 = ‘no screened-out’). This study did not include type of maltreatment due to the
fact that the DR approach was reserved for neglect and less severe physical abuse reports only
and given little predictive validity for later outcomes based on maltreatment type (Jonson-Reid,
Drake, Chung, & Way, 2003).
CAN referral source. The referral source for a CAN allegation of the target case was
available only for the DR cases. Historic and post case reporter type information was available
for both programs. The data contained mandated reporting status (1 = ‘mandated reporter’, 0 =
‘non-mandated reporter’) and specific sources of the reporter type (e.g. school, medical
personnel, law enforcement, etc.), which all came as nominal indicators.
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Community characteristics. Community characteristics included geographic county of
residence information and community socio-demographic characteristics. County type included
three categories: ‘large metro’ (Hennepin and Ramsey counties containing Twin Cities),
‘suburban’ (Anoka, Dakota, and Scott counties surrounding Twin Cities), and ‘other’ (Olmsted
county, located in the southern part of the state, containing Rochester city). Community sociodemographic characteristics included the Census Bureau’s definitions and measures for zip code
level median household income, education level, percentage of foreign-born population,
percentage of persons speaking non-English, percentage of persons in poverty, and percentage of
children in poverty obtained from the 2007-2011 American Community Survey.
Service factors. Service factors included case management service receipt, type of
services offered, level of participation in services, service barriers, family’s level of cooperation
with services, and service dosage (caseworker’s time effort and case length). Service type (list of
24 specific services), level of participation in services (measured by family’s level of
participation in each service type on a five-point Likert scale, where ‘1’ indicated very little and
‘5’—very much), and barriers to services (open ended responses) were available for PSOP only.
This information came from the EFA survey data. Receipt of case management services for both
programs came from SSIS and was indicated by a case management workgroup, a binary
variable. Caseworker’s time effort was measured by a number of visits indicator in the SSIS data
for both programs. Number of visits included face to face contacts, other contacts (phone, email,
fax), and total number of contacts. Both categorical and continuous forms of contact indicators
were used. Case length included total number of days from the case opening to case closure.
Family’s cooperation. PSOP used worker ratings of how engaged/cooperative family
was on the first and last visits, which came from the EFA worker survey. The question contained
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an interval rating measure ranging from -5 (‘very uncooperative’) to 5 (‘very cooperative’). In
the DR sample, family cooperation was measured by responses to the following ordinal scale in
the FRA tool: ‘viewed situation seriously and cooperated satisfactory’, ‘viewed less seriously
than investigator’, ‘failed to cooperate satisfactory’, and ‘viewed less seriously and failed to
cooperate’. This measure of service engagement has been used in at least one prior study
(Wagner, 1994). When comparing program to program (PSOP vs. DR), categories from both
measures were regrouped into two broad categories: cooperative versus uncooperative. In PSOP,
a family whose cooperation was rated as 1 or above was considered as cooperative while those
with scores ranging from -5 to 0 was considered as uncooperative. In DR, those families rated as
‘viewed situation seriously and cooperated satisfactory’ and ‘viewed less seriously than
investigator’ were considered cooperative while those who ‘failed to cooperative satisfactory’
and ‘viewed less seriously and failed to cooperate’ were treated as uncooperative. Since FRA
was completed at the beginning of the case, only initial family’s cooperation measure in PSOP
was used in order to be comparable to DR.
Ability to obtain measures for the foreign-born population based on legal status.
Because of the nature of measures used in this study, special attention must be paid to the ability
of administrative data to include undocumented foreign-born individuals since eligibility for
work and many social services is tied to one’s legal status (Broder & Blazer, 2011). Child
welfare data included both legal and undocumented foreign-born individuals. CPS responds to
allegations of child maltreatment regardless of one’s legal status. At the same time, recruitment
for PSOP included referrals from community agencies, including ethnic agencies serving both
legal and undocumented immigrant groups. Although initially it was expected that the receipt of
county mental health and substance abuse services would be tied to one’s ability to pay (self,
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Medicaid or through child welfare funds), after talking to county workers and supervisors it was
determined that receipt of such services was paid with county funds for those without Medicaid.
These funds were not tied to one’s citizenship or immigration status. While undocumented
individuals, including those in the U.S. on temporary visas (e.g. international students) and those
with legal residency (green card) status under five years (except for refugees and asylees) are not
eligible for Medicaid or title IV-E child welfare funds, they are eligible for title IV-B and local
county funds. Eligibility for income maintenance support is tied to one’s legal status and years of
legal residency. That is, undocumented immigrants and those with legal status under five years
who met income eligibility for SNAP and state welfare program were not eligible for income
support benefits unless the application for food assistance (not state welfare program) was made
through a citizen child. Given that the majority of children with foreign-born parents are US
citizens (Hernandez et al., 2008), it is likely that undocumented population had a fairly good
representation in this data. Unemployment Insurance data contained records for those individuals
whose employer paid unemployment insurance tax and those who were getting unemployment
insurance compensation. It is likely that many undocumented individuals worked for cash paying
employers who did not pay unemployment insurance tax for these employees. Therefore, they
were not captured in this data. Since the proportion of undocumented individuals in Minnesota is
lower than the national average and given statistics that the majority of undocumented
individuals are Latinos/Hispanics (Migration Policy Institute, n.d.; Terrazas & Batalova, 2009), it
is probably safe to assume that employment measures were obtained for the majority of nonHispanic foreign-born population in the study sample.
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Data Management and Procedures
Administrative data preparation and linkage. SSIS and IM (MAXIS) records use the
same system ID, as both data are located in a larger Minnesota’s Department of Human Services
computer database. Therefore, these data were effectively already linked, requiring only merging
by their shared system ID. It was possible that linking errors might exist in the statewide system
(e.g. people who are common to both data bases may not share the same system ID as they are
supposed to). Checks using multiple variables such as parent’s first and last name, social
security, and date of birth were conducted to ensure that records were properly matched. All
SSIS records were matched to IM data. Linking of SSIS to UI was conducted based on social
security numbers (SSN). There was a small percentage (less than one percent) of records that had
different names in both systems when linked to the same SSN. This might have occurred in cases
when individuals used a different SSN to receive wages. These records were eliminated from the
study data. Because of frequently occurring spelling mistakes, the presence of data from multiple
sources enhanced confidence in the accuracy of spellings. An advantage of using multiple
databases was to cross-reference certain variables (e.g. nativity status) for increased accuracy.
The SSIS data, arriving in event ID format (person, workgroup, case), was reconfigured into a
longitudinal dataset by an individual person.
The EFA survey data was linked to administrative child welfare data using IAR’s
developed program specific unique case identifiers. The linking rate was 100% for the cases on
whom the survey was completed. Contextual neighborhood variables were extracted from the
American Community Survey 2007-2011 and linked to each family’s record at the zip code level
following prior research on different levels of geographic aggregation (Aron et al., 2010).
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Procedures for recruitment and interviews with program workers. IAR assisted the
investigator in making an initial contact with key agency informants who helped to identify a list
of potential workers eligible for the qualitative interviews. The investigator then sent out an
email to the potential pool of participants explaining the purpose of the study and requesting
workers’ voluntary participation. A follow-up email was made to the list of non-respondents. In
one county, the program’s supervisor chose to tell workers about the study. For interested
respondents, the investigator provided more details about the study, answered any questions that
workers had and scheduled interviews around workers’ time.
The investigator developed 11 questions to be asked of each interview participant after
consulting the dissertation committee members, IAR, and the available research literature (see
Appendix D for an interview guide). In addition to the main questions, several data validation
questions were added following the investigator’s examination of preliminary quantitative data
analyses. These additional questions were posed for participants in appropriate roles (e.g. case
managers were asked about the length of case management services). For those workers who
chose to participate in the study, a written informed consent approved by the Washington
University IRB with permission to audio record the session was obtained prior to interviewing.
In order to gain a better understanding of workers’ perspectives, the investigator collected
worker demographic information such age, race, education, gender, years at the agency, and
average number of foreign-born families on their caseloads in a brief multiple choice survey
form (Appendix E). Broad categories of these variables (for example instead of recoding exact
age, 20-29 category were used) were used to enhance protection of the subjects. All interviews
were conducted in a private space provided by the county child welfare and contracted
community agencies. Program workers and supervisors were interviewed separately. The
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investigator conducted all the interviews. Interviews were semi-structured and the investigator
asked additional and clarifying questions based on the interview flow, worker type and program.
Each interview lasted an average of one hour, ranging from 45 to 96 minutes.
Reliability and validity
All administrative data were drawn from one state and the data system for all three data
sources (SSIS, IM, and UI) was statewide. While individual counties might vary slightly in how
variables were perceived or recorded, the statewide system had been internally audited on a
regular basis. Findings from studies using administrative data have been found to be consistent
with those using other methods in child welfare research (Kohl et al., 2009) and demonstrate
significant differences between groups consistent with theory (Jonson-Reid et al., 2009). Careful
use of data that is consistent with how it is entered and used enhances the reliability and validity
of administrative data records (Drake & Jonson-Reid, 2008). The addition of data validation and
clarification questions to the worker interviews helped to identify and clarify a number of SSIS
data fields used in this study. These issues are further discussed in the Results and Discussion
sections. Data entry errors when identified were treated as missing.
With regard to the worker interview data, reliability and validity were supported through
pre-screening the questions with experts who had interviewed this population previously (Dr.
Drake & Dr. Jonson-Reid) and by comparing study results to the prior literature. Several changes
to the questioning route were made based on the experience from the first two interviews. The
investigator conducted result back checking with program workers in cases when the information
obtained from the interviews was not clear. This helped to assure correct data interpretation and
enhancement of data validity.
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Data analysis plan
Data analyses were conducted in consultation with the dissertation committee members
and outside project consultants, including IAR, a statistician and a programmer. Quantitative
analyses included univariate, bivariate and multivariate modeling. In addition, open-ended
questions from the EFA were coded using content analysis. A grounded theory approach was
used to analyze open-ended questions regarding service barriers in the EFA by grouping similar
responses together and giving a thematic label describing its content (“coding scheme”) (Drake
& Jonson-Reid, 2008). Once coded, variables were treated as quantitative variables in the
analyses.
The quantitative data was obtained from IAR in FoxPro database format, which after
initial data cleaning, was transferred into SAS 9.3 by the investigator. Once in SAS, the
investigator finished data cleaning, examined missing data (described below) and produced
descriptive statistics for each variable. Frequencies and percentages were computed for
categorical variables while measures of central tendency and dispersion were reported for
continuous variables. Bivariate analyses testing associations and differences of the means were
conducted prior to building multivariate models. Since the data were structured across three
levels of observations—families, families clustered within counties and families clustered within
zip codes, an intraclass correlation coefficient (ICC) was calculated to determine whether or not
a random effects model was necessary to account for interdependence of observations across
different levels. A two-level null model was fitted that examined the variance between individual
and either the zip code or county components. Table 3 provides ICC calculations for each
outcome examined at county and zip code levels. With the exception of number of other
contacts, ICCs for all other outcomes were fairly low. No random effect models were used and
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instead the analyses controlled for clustering at zip code. Multicollinearity and proportionality of
the hazards models assumptions were tested prior to building final multivariate models. All
multivariate analyses used robust estimating techniques to control for clustering while analyses
within the matched samples also accounted for additional clustering due to lack of independence.
All analyses were conducted using either SAS 9.3 or Stata 13.0.
Table 3. ICC Calculations for Each Outcome Variable by County and Zip Code
Outcome
Nativity
Cooperation
Services received
Number of face to face contacts-continuous
Number of other contacts
CAN reports
Adult mental health
Child mental health
Substance treatment
Employment

County level
.0315
.0294
.0508
.0951
.1070
.0411
.0588
.0100
.0760
.0014

Zip code level
.0802
.0233
.0395
.0718
.3560
.0458
.0433
.0028
.0449
.0084

Missing Data
The presence of missing data may reduce statistical power and bias final results (Sterne et
al., 2009). Biased estimates are particularly plausible when complete case analysis is used when
data is missing at random (MAR). Careful examination and appropriate treatment of missing data
are necessary to produce valid estimates. Each variable as well as a cumulative effect of missing
data resulting from multivariate regression was examined for their missingness. Among the
sample as a whole, the majority of demographic variables had fairly low rate of missing values,
ranging from 0.21% to 3.59% with an exception of caregiver’s age and marital status—13.68%
and 22.20% respectively. Missing values for service and engagement (number of visits and
cooperation) variables ranged from 1.04% to 31.38%. The FNS instrument’s items had the
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highest rate of missing values—46.66% while timing to the first new outcome of interest was
missing for 0.21% to 4.47% cases. See Table 4 below for a summary of this information.
Table 4. Percent of Missing Variables and Imputation Results
Variable with missing values
Caregiver’s race
Caregiver’s Hispanic ethnicity
Caregiver’s age
Caregiver’s marital status
Two parents involved
Number of adults
No male involved
No female involved
Number of children: total under 18
Number of children: under 6
Number of children: 6-12
Number of children 13-17
Number of children: adult
English proficiency
Cooperation
Number of home visits
Number of other face-to-face cont.
Number of phone contacts
Number of other contacts
Mandated reporter-prior CPS hist.
Mandated reporter-target casea
Mandated reporter-new CPS hist.
Time to new CA/N report
Time to child mental health serv.
Time to adult mental health serv.
Time to new substance treatment
Zip code level median hhld income
Zip code level high school educ
Zip code level poverty
Zip code level child poverty
Zip code level foreign-born
Zip code level non-English speak.
Family needs and strengths tool
Caregiver's mental health problems
Problematic parenting skills
Caregiver's substance use
Housing/basic physical needs
Family's problematic relationships

Missing values
Number Percent
94
2.50
24
0.64
514
13.68
834
22.20
33
0.88
33
0.88
33
0.88
33
0.88
51
1.36
51
1.36
51
1.36
51
1.36
53
1.41
135
3.59
1,179
31.38
416
11.07
416
11.07
39
1.04
39
1.04
202
5.38
263
7.00
182
4.84
168
4.47
16
0.43
8
0.21
12
0.32
54
1.44
54
1.44
54
1.44
54
1.44
54
1.44
54
1.44

Imputed
Number
94
24
514
834
33
33
33
33
51
51
51
51
53
135
1,179
416
416
39
39
202
263
182
168
16
8
12
54
54
54
54
54
54

Model for imputation

1,753
1,753
1,753
1,753
1,753

1,753
1,753
1,753
1,753
1,753

Logistic regression
Augmented logistic regression
Augmented logistic regression
Logistic regression
Logistic regression

46.66
46.66
46.66
46.66
46.66
64

Augmented multinomial logistic regr.
Logistic regression
Predictive mean matching
Multinomial logistic regression
Augmented logistic regression
Ordered logistic regression
Augmented logistic regression
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Augmented ordered logistic regression
Logistic regression
Logistic regression
Negative binomial regression
Negative binomial regression
Negative binomial regression
Negative binomial regression
Logistic regression
Logistic regression
Augmented logistic regression
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching

Child severe or chronic problems
Limited or lack of social support
Caregiver's CAN history
Caregiver's interpersonal skills
Caregiver's poor life skills
Physical health/disability
Need for employment
Community resource utilization
Interactions
Census child poverty*black
Census child poverty*prior cps hist
Census child poverty*foreign-born
Census poverty*black
Census poverty*prior cps history
Census poverty*foreign-born status
Low English proficiency*white
Number of adults*foreign-born
status
Number of children *program type

1,753
1,753
1,753
1,753
1,753
1,753
1,753
1,753

46.66
46.66
46.66
46.66
46.66
46.66
46.66
46.66

1,753
1,753
1,753
1,753
1,753
1,753
1,753
1,753

Logistic regression
Logistic regression
Logistic regression
Logistic regression
Logistic regression
Logistic regression
Logistic regression
Logistic regression

140
54
54
140
54
54
218
33

3.73
1.44
1.44
3.73
1.44
1.44
5.80
0.88

140
54
54
140
54
54
218
33

Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Predictive mean matching
Logistic regression
Predictive mean matching

51

1.36

51

Predictive mean matching

Note: a available only for DR

Table 5 examines differences between individuals with complete and those with
incomplete data by providing distributions of key baseline and outcome variables for PSOP and
DR groups. Statistically significant differences between complete and incomplete data existed
for 14 PSOP and 15 DR group variables out of 22 variables examined in this analysis. This
suggests that the use of complete data may produce invalid parameter estimates. Next, the pattern
and mechanism for missing values was examined.
Table 5. Differences between Cases with Complete and Incomplete Data

PSOP (N=1964)
Nonmissing
Missing
(n=1280)
(n=684)
% or M
% or M
(SD)
(SD)
Race
Caucasian
African American
American Indian

45.47
38.13
2.97

60.62
30.31
6.48
65

pvalu
e
***

DR (N=1793)
Nonmissing
Missing
(n=1129)
(n=664)
% or M
% or M
(SD)
(SD)
51.37
32.15
3.37

54.63
33.28
3.45

pvalu
e
*

Asian
Hispanic ethnicity
Foreign-born status
Caregiver's age-mean
Marital status
Single, never married
Married
Divorced/separated/widowed
Family structure
Number of adults-mean
Two parents involved
Number of children-mean
Employment
Employed at case start
Employment history only
No employment history
Annual wages for all-mean
Welfare utilization
Welfare at start
Welfare in the past only
No welfare history
Disability in a family
Adult mental illness
Child emotional disturbance
Adult substance use
Prior screened-in CPS history
No CPS history
CA/N report
CA/N report and foster care
Prior screened-out CA/N report
Prior publicly funded non-welfare
services
Outcomes
CPS involvement after case
closure
No CPS
CA/N report
CA/N report and foster care
Adult mental health services
Child mental health services
Substance treatment

13.44
10.70
18.98
31.14
(8.41)

2.59
14.37
16.37
30.31
(8.09)

81.09
10.7
8.2

71.72
16.9
11.38

1.37 (0.52)
23.20
2.65 (1.49)

1.29 (0.50)
9.22
2.3 (1.32)

52.97
20.47
26.56
10592
(17933)

48.83
22.37
28.80
9803
(15938)

*
0.15
0.09

13.11
20.9
35.61
33.77
(8.84)

8.63
22.62
36.9
33.83
(9.10)

69.35
19.93
10.72

55.8
29.02
15.18

1.9 (0.61)
38.53
2.7 (1.51)

1.84 (0.66)
26.51
2.46 (1.44)

56.51
16.56
26.93
19400
(28761)

53.31
13.55
33.13
15273
(23563)

**

**
***
***
0.22

0.32

64.04
11.84
24.12
16.23
10.09
7.31
4.68

62.27
26.41
11.33
18.67

76.90
17.98
5.12
19.88

33.83

19.88

78.95
15.79
5.26
5.12
4.39
2.78
66

0.06
***
***
*

***
0.57

53.85
16.3
29.85
25.69
9.74
14.88
14.17

51.51
16.42
32.08
17.47
7.38
11.14
8.43

0.52

53.5
33.3
13.2
24.45

61.75
28.77
9.49
22.59

0.37

***

23.03

17.02

**

***
***
***
***
***

***
67.9%
21.09
10.94
4.38
5.63
6.88

0.9
***

***
74.14
11.17
14.69
38.20
21.33
16.80
13.28

0.39
0.58

0.46
0.24
***

***
0.09
*
***
**

**
56.78
30.12
13.11
2.13
7.26
4.16

65.06
24.4
10.54
0.75
6.02
1.96

*
0.31
*

Employment status after case
closure

31.64

33.33

0.44

41.01

34.94

Note: ***p≤.001, **p≤.01, *p≤.05

The missing data pattern was arbitrary and met the MAR assumption, suggesting that
data imputation was necessary to produce unbiased estimates. A multiple imputation method
with chained equations (MICE) was implemented by ‘mi impute chained’ command in Stata 13.0
(Little & Rubin, 2002). Multiple imputation has advantages over unconditional and conditional
mean substitutions and single imputation methods because it incorporates error into imputed
values (Lanehart et al., 2012), allowing preservation of a reasonable distribution and standard
errors of imputed variables. The MICE approach involves generation of a series of univariate
regressions that result in creation of multiple imputed datasets, which can be combined to
examine the overall plausible parameter estimates (see Table 3 for specification of regression
models for each imputed variable). While the MICE approach does not have as strong theoretical
justification as the multivariate normal model approach (another method used in multiple
imputation) it seems to work well in practice and it is commonly used when data contain a large
number of non-normally distributed variables (Institute for Digital Research and Education,
n.d.), as it is the case in this study. Simulation studies have shown that multiple imputation is
able to produce reliable and valid estimates with 40% (Kristman, Manno, & Cote, 2005), 50%
(Scheffer, 2002) and 60% (Barzi & Woodward, 2004; Rubin & Schenker, 1986) of missing data,
and it is the method of choice if missing data are over 10% (Barzi & Woodward, 2004). In fact,
the percentage of missing data is of lesser concern than ensuring that appropriate strategy is used
given the missing data mechanism. The specification of the imputation model involved all
available variables (a kitchen sink approach), including all the variables used in subsequent
analyses (including interaction terms), outcome variables and other auxiliary variables that
predicted missing values. By including such a wide range of variables in the imputation model
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one ensures that there are enough variables predictive of missing values, thus, getting closer at
meeting the MAR assumption (Spitznagel, personal communication, November 24, 2013; Sterne
et al., 2009). Tables 4 and 6 contain a list of variables used in the imputation model, totaling over
100 variables.
Table 6. Variables Used to Predict Imputed Data
Type of Variable
Group
Demographics
Employment and wages

Prior history with public
social services

Variable
Program type
Foreign-born status
County of residence
Current and past history of employment status
Number of adults employed
Number of hours worked at case start and case end
Annual wages prior to case start
Length of employment prior to case opening and after case closure
Employment status at case closure and at study end
Quarterly wages in at case start
Wages during quarter of case end
Participation in TANF or Food Stamps programs at case start

TANF/Food stamps that started during the case
TANF/Food stamps that started after case closure
Prior receipt of services in the following: adult and child mental
health, substance treatment, disabilities, adult support and others
Child Protective Services Prior history of CPS and foster care
Prior history of screened-out reports
New CPS report or foster care during the case
New CPS report or foster care placement after case closure
Receipt of case management services during the case
Maltreatment type: neglect or physical abuse for prior and after case
closure reports and the target case
Family functioning
History of drug abuse
History of alcohol abuse
Child emotional disturbance (2 variables: severe and not severe)
Adult mental health
Disabilities for anyone in a family: learning, physical,
developmental with and without mental retardation
Service outcomes
Adult mental health services
Child mental health services
Substance treatment
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Ten imputed data sets were generated in Stata 13.0, which were then transferred into SAS
9.3 and were analyzed separately before combined with Rubin’s rules using SAS PROC
MIANALYZE command (Rubin, 1987). While all missing values were imputed across ten
datasets, the number of imputed values varied in several datasets. Consequently, the final
outcome models contained 1-3 missing values.
Data Analyses
Analyses for Research Questions 1 and 2. Questions 1 and 2 explore how families differ
by program type at baseline, case closure and for longer-term outcomes. Comparing outcomes
for programs that have significantly different populations is problematic, so the results for
Question 1 were used to help control for these differences in Question 2. Three propensity score
methods were compared: (1) a propensity score assigned to program membership as a weight, (2)
propensity score matching with different calipers (discussed below), and (3) covariate adjustment
using propensity score.
Hypothesis 1A: Families engaged in the PSOP program will have different (presumably
lower) levels of baseline risk as measured by socio-demographic characteristics, psychosocial
risk factors, and prior public service involvement than families in the DR program. For this
hypothesis the dependent variable was program type. Chi-square and t-test for non-imputed and
log-likelihood and simple regression for imputed variables were used to identify variables that
appear to vary by program. A conditional logistic regression model (allowing for clustering
effects) was then used to examine the probability of program type membership based on risk and
demographic characteristics existing at time of selection into the program (Kurth et al., 2006;
Newgard, Hedges, Arthur, & Mullins, 2004).
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The following hypotheses for Question 2 compared dependent variables across programs.
As described above, differences were hypothesized between the populations that entered these
programs. This is the type of bias in observational studies that many researchers now adjust for
using propensity score techniques. While there is debate about whether there are significant
differences in outcomes compared to the traditional means of multivariate modeling of
confounders, as Austin (2011) points out, there are both practical and methodological reasons for
preferring the propensity score approach. Methodologically it maintains a separation between
sampling issues and modeling outcomes and practically it allows one to assess the differences in
how variables are related as a group to the program category. Naturally, this approach is
sensitive to the ability to include the correct variables. The data available for the present study
were unusually rich in identification of pre-existing factors both from worker perspectives and
other administrative data sources being linked. There is a lack of consensus over which variables
should be included in the propensity score model. According to Austin (2011), it is possible to
include four different sets of variables: (1) all baseline covariates, (2) baseline covariates that are
associated with treatment variable, (3) all covariates that affect the outcome, and (4) all
covariates that affect both treatment assignment and the outcome. Several studies examining
benefits of including different sets of variables concluded that including the last two sets did not
result in biased but on the contrary resulted in more precise estimates (Austin, Grootendorst, &
Anderson, 2007); therefore, variables that affect the outcome should always be included
(Brookhart et al., 2006). Following the recommendations, the study tested for associations
between treatment assignment variable, five outcome variables and each baseline variable
available in the data (see Appendix F). The variables were included into the propensity score
model if there were significant associations between the treatment assignment and/or either of
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the outcome variables and/or there was prior empirical and theoretical relationship to program
type and outcomes. Three propensity score approaches used in this study are described below.
The first propensity score method was inverse-probability-of-treatment weighting
(IPTW) that used weights based on propensity score to derive a synthetic sample for the entire
study population that was balanced on baseline covariates (Austin, 2011; Kurth et al., 2006). For
the second propensity score method, the study used optimal matching without replacement with
three different caliper widths to test the sensitivity of the results. The optimal matching is
characterized by a minimal distance of the propensity scores between treatment and matched
pairs. The recommended caliper width is 0.2 of the standard deviation of the logit of the
propensity score (Austin, 2011). In the current study, the standard deviation of the logit ranged
from 1.79 to 1.88 across ten imputed data sets, which resulted in 0.36-0.38 width caliper. This
and additional caliper widths of.01 and .001 were used in the analyses. The last propensity score
approach used in this study was regression adjustment using propensity scores, where propensity
scores variable was treated like another covariate to adjust the estimate of the treatment effect.
Although the overall effect using this model would be the same as entering all the variables used
in estimating propensity scores directly into the multivariate model, its advantage was saving the
degrees of freedom and not compromising the statistical power of the outcome model. This
approach is different from matching and weighting in that in the latter one must correctly specify
the relationship between the propensity score and outcome resulting in the design of the study
not being separated from the analysis, as it was in the other two propensity scores methods.
Studies comparing the three methods above have found that matching techniques sometimes
produced better results than covariate adjustment using propensity score in eliminating a greater
proportion of baseline differences between the groups (Austin, 2011). Matching and weighting
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approaches were fairly comparable in some settings while in others matching produced better
results (Austin, 2011).
Hypothesis 2A: Family cooperation, service receipt, and quantity of services (number of
visits) will vary by the program (PSOP vs. DR). For this hypothesis the outcome variables were
worker perception of family cooperation, which was an ordinal variable, service receipt, which
was a binary, and quantity of services, which had a continuous form. Because the ordinal scales
for cooperation differed by program, this was recoded into a dichotomous (cooperative v. not)
measure for the analyses. Since family’s cooperation was measured at case start, the multivariate
analysis modeling the outcome controlled for baseline risk only (via propensity scores) as
opposed to also controlling for services during the program.
A binary logistic regression using the SURVEY LOGISTIC procedure in SAS to control
for clustering was used to model family’s cooperation and service receipt variables. The quantity
of services variables had a Poisson distribution, and Negative Binomial regression over Poisson
regression was used due to substantial overdispersion in the data (Allison, 1999). Models
controlled for program type and service system contacts, including new reports of child
maltreatment, child or adult mental health, substance use service receipt, while the case was
open. Because changes in food stamp and/or welfare receipt status were minimal, the
multivariate models did not account for this service contact. Clustering was adjusted for using
GENMOD procedure.
Hypothesis 2B: Outcomes after case closure, child maltreatment reports, out of home
placement, and family’s well-being (mental health, substance abuse, and economic well-being),
varied by program (PSOP vs. DR). Outcomes following services varied by time and therefore
survival analyses techniques were used. This technique allowed one to censor out cases as an
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event occurred, a subject died, or the study period ended. Clustering was adjusted by using a
sandwich estimator (Allison, 2010). A competing risk approach, a special type of survival
analysis, was used to model no maltreatment, maltreatment without foster care placement, and
maltreatment with foster care placement. Mental health and substance abuse services outcomes
were analyzed according to the first appearance in service data following case closure for PSOP
and DR. Because these issues might overlap, separate models were used for each outcome.
Mental health and substance abuse services were measured using Cox regression adjusting for
clustering. Each economic well-being outcome (employment, welfare involvement, and poverty)
was analyzed using conditional logistic regression models controlling for clustering. Three-level
outcomes were examined in bivariate analyses but were re-grouped into two-level outcomes for
the multivariate models. This was done because the proportional odds assumption was not met
for an ordinal logistic analysis and MIANALYZE procedure in SAS gave one averaged instead
of two separate parameter estimates for both categories of the dependent variable when a
multinomial logistic regression analysis was attempted. Employment outcome was modeled as
being consistently employed from the case start through the follow-up period or newly employed
since the start of the program as opposed to never being employed or losing employment.
Welfare involvement was modeled as always receiving welfare (from case start to the end of the
follow-up) or as newly enrolled since the case start as opposed to never being on or getting off
welfare. Poverty was modeled as being always poor or as becoming newly poor as opposed to
never being poor. Models controlled for program type and service system contacts while the case
was open (new reports of child maltreatment, child or adult mental health, and substance abuse
services). Sensitivity analyses for each outcome were conducted comparing results using three
different propensity scores approaches.
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Hypothesis 2C: Subsequent outcomes of child maltreatment, out of home placement, and
family’s well-being will vary by family subgroup and program (PSOP vs. DR). Subgroup
analyses were conducted to see if there were differential program effects for different sociodemographic and risk groups. Moderation effects were tested by creating interaction terms
between each population subgroup category and a program grouping variable and were entered
into the main outcome models described for Hypothesis 2B. Key subgroups included caregiver
race/ethnicity, nativity, age, number of children, poverty, caregiver’s behavioral health,
disabilities, parenting problems, child mental health, IPV, prior CPS involvement, low social
support, household structure, and county of residence.
Hypothesis 2D: Child welfare service characteristics (service receipt, number of visits,
worker perception of family cooperation, case length) will moderate the relationship between
risk factors and outcomes. Service variables were entered into the models for Hypothesis 2B to
see if the model fit improved or covariate values were significantly changed.
Hypothesis 2D.b: A sub-analyses of outcomes were done for those PSOP cases that had
complete EFA survey data because of the greater information about specific services provided.
The models for hypothesis 2B were the same except there was no program comparison so no
propensity score method was used.
Analyses for Research Questions 3 and 4. Because of the substantial differences in
programs and outcomes, all analyses for Questions 3 and 4 were done separately by PSOP and
DR. Therefore, no propensity score methods were used. Because of the substantial intragroup
variation using a nativity construct, bivariate analyses were disaggregated by race and ethnicity.
In order to depict similarities and differences in acculturation level within heterogeneous foreign-
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born population, the two programs (PSOP and DR) were collapsed into one group in order to
increase statistical power for this analysis.
Hypothesis 3A: Foreign-born families within each preventative program will have
different (presumably higher) levels of baseline risk as measured by socio-demographic
characteristics and different (presumably lower) levels of psychosocial risk factors and prior
public service involvement than native-born families. A conditional logistic regression model
was used with nativity taking the place of the dependent variable. Unlike Question 1, the intent
was to leave nativity as a variable rather than predict group status.
Hypothesis 3B: Foreign-born families engaged in two CPS preventative programs will
have a different (presumably higher) proportion of referrals from mandated reporters than
native-born families. This was assessed through simple bivariate chi-square within each
program.
Hypothesis 4A: Family cooperation, service receipt, and quantity of services will vary
with nativity (foreign vs. native-born). Analyses were the same as described for Hypothesis 2A
with the exception that there was no propensity score component.
Hypothesis 4B: Subsequent outcomes of child maltreatment, out of home placement, and
family’s well-being (mental health, substance abuse, and economic well-being) will vary by
nativity (foreign vs. native-born). Analyses were the same as described for Hypothesis 2B with
the exception that there was no propensity score component.
Hypothesis 4C: The impact of service participation variables on outcomes will vary for
foreign and native-born families. Analyses were the same as described for Hypothesis 2D with
the exception that there was no propensity score component. Also because of the relatively small
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numbers of foreign-born persons with completed EFA, this hypothesis did not include the subanalyses of the EFA data for PSOP.
Analysis for Research Question 5. After all the interviews were conducted, the
investigator transcribed the audio files to an electronic format. NVivo was used to organize the
data. The data was analyzed by “coding up” from the transcripts inductively. First, specific
“content units” (short passages of text, each containing a given meaning, see Drake & JonsonReid, 2008) were delineated. Then, the content units were coded up, creating general themes
(“nodes”) with subcategories (“trees”), which were used to present the meaning of the content
units data in a concise and coherent fashion. Essentially, each short bit of text was assigned a
code which placed that text with other, similar text elements and within a structure. For
example, “My child and I have difficulties over different values here” and “Sara keeps wanting
to act American” would have been similarly coded as “generational acculturation difficulties”
and nested within the broader category of “acculturation” (Krueger & Casey, 2000).
Particular attention was paid to content units specific to native and foreign-born families
(e.g. “The most common difference I note among my foreign-born clients is….”). The
investigator carefully explored the coded data and conducted several subsequent re-readings of
the transcripts to uncover themes that emerged during the interviews describing workers’
perceptions of the overall effectiveness of the two programs and perspectives relating to working
with foreign-born families (Creswell, 2009). A list of specific examples of differences between
the populations and programs, service approaches, barriers encountered, and worker
recommendations that emerged during the interviews were made. Assessment of triangulation
between quantitative and qualitative results (see Discussion section) was made to support the
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validity of the study (Drake & Jonson-Reid, 2008). Lastly, the qualitative findings were
incorporated into the discussion of results to support or contrast the quantitative results.
Protection of Human Subjects
The analysis of secondary data received expedited review exempt from Human Subject
Procedures by Washington University in St. Louis Internal Review Board. All personal data
contained in administrative and survey data sources were de-identified at IAR, and the
investigator worked with the de-identified information for analyses.
While interviews with workers included in-person contact, the data were presented in
summary form with no identifying information. Questions asked during the interviews were not
invasive or likely to evoke emotional response from the workers. Care was taken in recruitment
to insure that supervisors were not involved so that workers did not perceive pressure to
participate. In instances where supervisors expressed interest in participating, they were
interviewed separately from the workers.
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Chapter 4: Results
The results section is organized by the research question and each specific hypothesis.
The first research question addresses baseline differences between the PSOP and DR programs.
Since a moderate proportion of baseline variables were imputed, the bivariate descriptive results
are organized by non-imputed baseline characteristics (Table 7) and imputed variables (Table 8),
presenting both original and imputed results. The main purpose for displaying the results in this
manner is to examine the distribution of complete and imputed values to determine how similar
or different they are. All subsequent analyses use imputed values. Following the bivariate
results, a multivariate model examining baseline differences between the programs is presented.
The results for the Research Question 1 are used to control for baseline differences in the two
programs when examining outcomes in Research Question 2.
Results of Research Question 1
How do families in two levels of preventative services differ in terms of baseline risk and prior
engagement in services?
Hypothesis 1A: Families engaged in the PSOP program will have different (presumably lower)
levels of baseline risk as measured by socio-demographic characteristics, psychosocial risk
factors, prior public service involvement and initial referral source than families in the DR
program.
The sample descriptives for non-missing baseline variables are provided in Table 7
below. The table contains nativity status, female absence, employment, wages and welfare
indicators, disability, mental health and substance use indicators from administrative data, prior
child welfare and publicly funded non-welfare social service receipt histories, and county of
residence. The sample descriptives for variables whose values were imputed are presented in
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Table 8. This table contains caregiver’s and family’s characteristics, including race and Hispanic
ethnicity, age, marital status, number of adults and children associated with the case, risk factors
from the FNS instrument, and neighborhood level prevalence of poverty and foreign-born
population. Table 9 contains a distribution of risk factors, namely problematic adult mental
health, disabilities for anyone in family, and active or past history of substance use, which
existed in either SSIS administrative or FNS data sources and were combined to derive the
values presented in the table. These indicators are used in subsequent analyses. For organization
purposes, the results from these tables are presented in the following manner: family and
neighborhood socio-demographic characteristics are followed by prior CPS history and
psychosocial and behavioral risk factors. Imputed values are used in presenting prevalence in
characteristics for the two groups followed by a discussion of the congruence between the
complete and imputed data.
Bivariate results
There were significant differences between PSOP and DR programs in the majority of
baseline characteristics. While there were no significant differences based on racial groupings
between the two groups, PSOP families were less likely to be Hispanic (11.92% vs. 21.58%, F
[1, 1.5e+06] = 62.45, p ≤ .001) (Table 8), foreign-born (18.08% vs. 36.08%,

(1) = 155.44, p ≤

.001) (Table 7), and lower English proficiency problems (12.14% vs. 27.19%, F [1,1103.6] =
119.02, p ≤ .001) (Table 8). Caregivers in PSOP were younger (30.90 vs. 33.87, F [1,287.1] =
90.71, p ≤ .001), were more likely to be single (78.95% vs. 67.23%, F [2,117.7] = 23.72, p ≤
.001), had fewer adults in the household (1.35 vs. 1.87, F [1, 3648.4] = 781.96, p ≤ .001) and
fewer school aged and adult children (0.11 vs. 0.17, F [1, 2285.4] = 11.04, p ≤ .001) (Table 8).
However, the PSOP families had more children less than six years of age compared to both other
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age groups and the DR families (1.24 vs. 0.93, F [1, 3038.3] = 111.65, p≤ .001) (Table 8). PSOP
families had more absent males (single females) (66.54% vs. 28.00%, F [1, 158160.3] = 526.76,
p ≤ .001) (Table 8) but there were no significant differences on absent females (single males)
associated with the case (Table 7). In terms of employment and welfare histories, fewer PSOP
families were employed at case start (51.53% vs. 55.33%,

[2] = 20.14, p ≤ .001), worked

significantly less hours per week (13.68 vs. 22.93, t [3099.6] =10.35, p ≤ .001), however, had
longer employment history in terms of number of quarters employed (5.37 vs. 4.85, t [3754.7] =
-3.58, p ≤ .001) (Table 7). Household annual wages in PSOP families were significantly lower
than in DR (10,317 vs. 17,872, t [2996.7] = 10.11, p ≤ .001) (Table 7). More PSOP families
received MFIP or SNAP at case start than DR families (70.62% vs. 52.98%,

[2] = 126.38, p ≤

.001) (Table 7). The PSOP families lived in somewhat better off neighborhoods than the DR
families as noted by lower child poverty (19.61% vs. 22.76%, F [1, 3710.2] = 38.40, p ≤ .001)
and higher high school graduation (89.14% vs. 88.26%, F [1, 366.33] = 14.05, p ≤ .001) rates
(Table 8). There were somewhat fewer foreign-born families (13.05% vs. 13.89%, F [1, 3685.3]
= 11.91, p ≤ .001) in the neighborhoods of PSOP families as compared to DR families (Table 8).
In regards to county of residence, while metro counties had the largest representations in both
programs, more PSOP than DR families came from suburban and other type counties (

[2] =

292.72, p ≤ .001) (Table 7).
Table 7. Sample Descriptives by Group on Non-Imputed Variables
PSOP
(n=1964)
% or M (SD)
18.08
2.43

Foreign-born status
Female absent a
Employment, wages & welfare
Employment
Employed at case start

DR (n=1793)
% or M (SD)
36.08
2.96

pvalu
e
***
0.32
***

51.53
80

55.33

Employment history only
No employment history
Number of adults employed
None
One
Two or more
Number of hours employed per week for all
(mean)
Number of hours employed per week for employed
(mean)
Number of quarters employed before case for all
(mean)
Number of quarters employed before case for
employed (mean)
Annual wages for all (mean)
Annual wages for employed (mean)
Annual wages for all: categorical
$0
$1-9,999
$10,000-19,999
$20,000-29,999
$30,000 and more
Welfare utilization
Welfare at start
Welfare in the past but not at case start
No welfare history
Disability, mental health & substance use
Disability in a family, any
Developmental delay with MR
Developmental delay without MR
Learning disability
Physical disability
Adult mental illness
Child emotional disturbance
Adult substance use, any
Drug use
Alcohol use
Prior child welfare history
Prior CPS history
No CPS history
CA/N report
CA/N report and foster care

21.13
27.34

15.45
29.22
***

48.47
44.20
7.23

44.67
37.31
18.01

13.68

22.93

***

26.55

41.45

***

5.37 (4.73)

4.85 (4.28)

***

8.43 (3.81)
10,317
(17264)
18,455
(20501)

7.61 (3.27)
17,872
(27020)
31,072
(30188)

***

36.76
30.80
13.49
9.42
9.52

34.19
21.53
12.99
9.76
21.53

***
***
***

***
70.62
11.41
17.97

52.98
16.34
30.67

30.55
6.92
3.00
9.32
22.25
17.41
13.49
10.29
6.82
6.26

22.64
4.96
3.23
4.46
16.23
8.87
13.50
12.05
8.03
6.13

***
**
0.68
***
***
***
1
0.09
0.16
0.87
***

67.36
23.47
9.16
81

56.55
31.62
11.82

Prior screened-in CA/N reports (mean)
Prior screened-out CA/N report
Prior CPS history by screened-in track
Differential Response
Traditional Response
Facility report
Prior publicly funded non-welfare social services
Prior receipt, any
Child welfare non-CPS
Child mental health
Adult mental health
Adult substance treatment
Adult support services
Developmental disability services
Other services
County type
Large metro
Suburban
Other (mid-size city)

0.71 (1.59)
19.09

1.06 (1.94)
23.76

66.53
32.24
1.22

70.50
28.48
1.02

28.97
23.57
4.43
4.74
4.79
6.21
3.77
3.31

20.80
17.96
4.35
1.84
2.45
1.62
1.23
3.18

42.01
37.07
20.93

69.44
21.75
8.81

***
***
0.25

***
***
0.91
***
***
***
***
0.82
***

Note: a Sample size for this variable is 3724. It was removed from the imputation model as the model was not converging;
***p≤.001, **p≤.01, *p≤.05.

Table 8. Baseline Characteristics for Imputed Variables by Complete and Imputed Values
Socio-demographic
characteristics

Imputed data
PSOP
% or M
(SD)

Caregiver’s race
Caucasian
African American
American Indian
Asian
Hispanic ethnicity
Low English proficiency
Caregiver's age
Marital status
Single, never married

DR
% or M
(SD)

pvalue

PSOP
% or M
(SD)

DR
% or M
(SD)

0.09

0.08
50.40
35.58
4.11
0.91
11.94
10.94
30.95
(8.34)

52.55
32.56
3.40
11.49
21.54
26.03
33.79
(8.91)

79.36

67.11

***
***
***

50.82
35.2
4.23
9.75
11.92
12.14
30.90
(8.30)

52.79
32.34
3.41
11.45
21.58
27.19
33.87
(8.90)

78.95

67.23

***
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pvalue

***
***
***
***

Married
Divorced/separated/widowed
Number of adults-categorical
One
Two
Three or more
Number of adults (mean)
Male absent
Two parents involved
Number of children (mean)

11.85
8.79

21.43
11.46

11.89
9.16

20.70
12.07

***
67.27
30.76
1.97
1.35
(0.52)
66.80
18.49
2.53
(1.44)

26.94
58.73
14.33
1.87
(0.63)
28.00
34.08
2.61
(1.49)

1.25
(0.91)
0.92
(1.08)
0.30
(0.65)
0.11
(0.50)

0.94
(0.95)
1.01
(1.04)
0.55
(0.87)
0.16
(0.53)

29.22
10.87
6.02
11.65
21.17
30.58
18.25

20.02
22.48
10.06
4.93
23.41
22.59
14.99

***
***
***
***
0.23
***
*

12.04

9.75

0.1

12.23

6.37

15.92

12.53

50.29
14.66

24.74
22.18

89.10
(7.03)
13.09
(7.52)
19.10
(11.79)

88.26
(7.12)
13.88
(7.02)
19.50
(9.93)

***
67.08
30.92
2.00
1.35
(0.52)
66.54
18.51
2.53
(1.45)

26.94
58.73
14.33
1.87
(0.63)
28.00
34.08
2.61
(1.49)

1.24
(0.87)
0.92
(1.07)
0.30
(0.64)
0.11
(0.51)

0.93
(0.91)
1.00
(1.04)
0.54
(0.86)
0.17
(0.54)

34.52
14.44
9.53
16.8
24.01
33.68
21.71

28.06
27.06
15.18
10.14
28.36
26.95
20.83

**
***
**
**
0.07
***
0.38

14.53

12.29

0.16

***

15.54

9.79

**

*
***
***

19.34
54.26
17.53

15.91
29.75
24.36

*
***
***

89.14
(7.01)
13.05
(7.50)
19.03
(11.76)

88.26
(7.13)
13.89
(7.02)
19.49
(9.94)

***
***
***
0.1

***
***
***
.10

Number of children by age group
Under 6
6 to 12
13 to 17
Adult children
Risk factors from FNS instrument
Mental health problems
Difficulties in parenting skills
Substance use
Basic physical needs not met
Domestic discord or violence
Limited support network
Caregiver’s abuse/neglect history
Limited/hostile interpersonal
skills
Poor or severely deficient life
skills
Physical health problem/
disability
Underemployed/unemployed
Community resource utilization
Zip code level neighborhood
characteristics
% of high school graduates
% of foreign-born
% of persons speaking non
English
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***
*
***
***

***
***
0.26

***
***
*
***

***
***
.14

median household income
% persons in poverty
% children in poverty

58514
(17056)
14.28
(9.96)
19.69
(15.07)

56222
***
(18780)
16.21
***
(11.65)
22.76
***
(16.05)

58538
(17002)
14.23
(9.93)
19.61
(15.03)

56213
(18757)
16.20
(11.64)
22.76
(16.04)

***
***
***

Note: ***p≤.001, **p≤.01, *p≤.05.

In regards to caregiver and child risk factors related to child maltreatment, PSOP families
appeared to have a larger number of risk factors across different risk domains except for
problematic parenting skills, substance use, community resource utilization, and prior CPS
history. Problematic adult mental health and disabilities for anyone in a family were significantly
more prevalent in PSOP than DR families in both SSIS and FNS data (Tables 7 & 9). Using
measures from the combined data, the prevalence of adult mental problems and disabilities were
the following: 43.09% vs. 31.55% (

(1) = 32.16, p ≤ .001) and 40.46% vs. 31.47% (

[1] =

29.88, p ≤ .001) (Table 9). In regards to specific type of disability, PSOP families had
significantly more developmental delay with mental retardation (6.92% vs. 4.96%,
6.40, p ≤ .01), learning (9.32% vs. 4.46%,
(22.25% vs. 16.23%,

[1]0 =

[1] = 33.95, p ≤ .001) and physical disabilities

[1] = 21.75, p ≤ .001) but there were no differences on developmental

delay without mental retardation. Both PSOP and DR families had equal representations of child
mental problems: 13.49% (Table 7). While there were no significant differences between the
programs in past substance abuse (Table 7), the DR families had more current chemical
dependency issues (9.53% vs. 15.18%, F [1, 30.5] = 9.38, p ≤ .001) (Table 8). IPV and
interpersonal skills did not vary between the two programs but more DR families had difficulties
in parenting (14.44% vs. 27.06%, F [1, 28.6] = 38.43, p ≤ .001) and community resource
utilization (17.53% vs. 24.36%, F [1, 67.8] = 15.69, p ≤ .001) (Table 8). On the other hand, more
PSOP families had their basic needs unmet (16.80% vs. 10.14%, F [1, 16.1] = 9.10, p ≤ .01),
limited support network (33.68% vs. 26.95%, F [1, 75.4] = 15.06, p ≤ .001) and deficient life
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skills (15.54% vs. 9.79%, F [1, 24.5] = 11.33, p ≤ .01) than the DR families (Table 8).
Significantly more DR families had a prior screened-in CA/N report that resulted in either CPS
involvement or out of home placement (43.44% vs. 32.63%,

[2] = 46.71, p ≤ .001) (Table 7).

Additionally, DR families had significantly more prior screened-in CA/N reports (1.06 vs. 0.71, t
[3477.5] = 5.87, p ≤ .001) as well as more prior screened-out reports (23.76% vs. 19.09%,

[1]

= 12.16, p ≤ .001) (Table 7). However, there were no significant differences between the two
programs in prior CPS history by screened-in track (differential response vs. traditional
response) (Table 7). More PSOP families had higher prior involvement with publicly funded
social services (other than CPS and welfare) than DR families (28.97% vs. 20.80%,

[1] =

33.29, p ≤ .001), including child welfare (non CPS), adult and child mental health services,
substance treatment, adult support and developmental disability services (Table 7).
Table 9. Sample Descriptors for Characteristics Present in SSIS and FNS Data Sources

Problematic adult mental health
Past or active substance use
Disability in a family

PSOP
(n=1964)
%
43.09
16.57
40.46

DR
(n=1793)
%
31.55
22.23
31.47

Total
(N=3757)
%
37.58
19.27
36.17

p-value
***
**
***

Note: ***p≤.001, **p≤.01, *p≤.05.

Comparison of complete and imputed data. For the majority of baseline characteristics,
the frequency values resulting from the complete case analysis resembled imputed data very
closely and were virtually indistinguishable. This was the case even for caregiver’s age and
marital status variables whose missing value fractions were .14 and .22 respectively. Significant
differences between complete and imputed data occurred for items from the FNS tool, which
contained 47% of missing values. Previous bivariate analysis comparing the key baseline
characteristics and outcomes between those that had completed FNS and those that did not
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revealed that caregivers with completed FNS were younger, had significantly fewer risk factors,
were somewhat better off financially, and had fewer new occurrences of child maltreatment
(Table 5). In addition, a number of variables were highly predictive of missing FNS items when
tested for the MAR assumption. Given the above, one would expect the imputed data to resemble
the trends observed when examining cases with missing FNS. Indeed, this was the case. The
analysis using imputed data revealed that caregivers had significantly more risks compared to
results from the complete data (Table 7).
Propensity score estimation and multivariate results
This section describes the results from the multivariate model comparing the baseline
characteristics between the PSOP and DR groups. Since this model was also used to estimate the
propensity scores (PS) to be used in the Research Question 2 analyses, the estimation process is
described here as well. The PS model is described first followed by the examination of measured
covariates between PSOP and DR in the multivariate model.
The PS was estimated by regressing the dichotomous grouping variable on a set of
baseline characteristics while controlling for clustering at the zip code level. PS estimation and
subsequent weighting and matching approaches were performed separately in each imputed data
set and combined at end. Multivariate analyses reported in this section present the final multiple
imputation point estimates. The model fit of the conditional logistic regression was good: the cstatistic, assessing the degree to which the model discriminates between the two conditions,
ranged from 0.85 to 0.86 and pseudo R2 ranged from 0.47 to 0.48 across 10 data implicates.
While these are standard model fit diagnostics for a multivariate model, Austin (2011) suggests
that the use of a c-statistic tells us nothing about whether the PS model is correctly specified.
Additionally, statistical significance testing of the covariates after weighting or matching is
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discouraged by some (Austin, 2011). Appropriate methods to assess whether the PS model has
been adequately specified include examination of standardized differences, or standardized bias,
between covariates for the two groups. Standardized bias helps to assess the similarity of the
covariate distributions. Standardized bias for the continuous variables is calculated by dividing
the mean difference between the two groups by the standard deviation while for the categorical
variables assessing the differences in proportions of each level of the measured covariate divided
by the standard deviation in the treatment group is necessary (Harder, Stuart, & Anthony, 2010).
There is no strict decision criterion for assessing the standardized bias. Some researchers
consider the covariate balanced if the standardized difference between the covariates of the two
groups is less than 0.25 (Ho, Imai, King, & Stuart, 2007), while others call for a narrower
difference of 0.10 (Rubin, 2001). Table 10 contains standardized biases between PSOP and DR
groups pre-PS and post-PS adjustment. Before PS application, several covariates were not well
balanced. More specifically, Hispanic ethnicity, nativity status, caregiver’s age, number of
parents involved, number of adults, annual wages, number of hours worked, welfare utilization,
difficulties in parenting, and county of residence are all above the more lax guideline of 0.25.
After PS adjustment with weights and three different calipers of matching, the standardized bias
was substantially reduced. Variables with the highest standardized difference were the following:
number of adult children (0.11 after weighting, 0.10-0.13 after matching), number of adults,
number of hours worked, limited interpersonal skills, child welfare non-CPS services, and % of
persons speaking non-English (0.10 after matching).
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Table 10. Measured Covariate Standardized Biases between Pre- and post- Propensity
Scores
Variables

Race
White
African American/Black
Native American
Asian
Hispanic ethnicity
Foreign-born status
Low English proficiency
Caregiver’s age
Marital status
Single, never married
Married
Divorced/Separated/Widowed
Number of adults
Number of children under 18
Number of adult children
Two parents involved
Employment
Employed at case start
Employment history only
No employment history
Hours worked at case start
Number of adults employed
Annual wages
Welfare utilization
Welfare at start
Welfare in the past
No welfare history
Disability in a family
Adult mental health
Child emotional disturbance
Adult substance use
Difficulties in parenting skills
Unmet basic needs
Domestic discord or violence
Limited support network
Limited interpersonal skills
Deficient life skills
Community resource utilization

Stand.
bias prePS

Stand.
bias postPS:
weights

Stand.
bias
post-PS:
0.2SD

Stand.
bias
postPS:
0.01

Stand.
bias
postPS:
0.001

0.04
0.06
0.04
0.05
0.26
0.41
0.39
0.34

0.07
0.07
0.02
0.02
0.03
0.03
0.00
0.03

0.03
0.02
0.01
0.02
0.03
0.03
0.02
0.05

0.02
0.00
0.00
0.03
0.00
0.02
0.01
0.02

0.01
0.00
0.01
0.00
0.03
0.00
0.00
0.02

0.27
0.24
0.09
0.92
0.06
0.22
0.36

0.04
0.00
0.06
0.05
0.07
0.11
0.05

0.02
0.03
0.00
0.10
0.01
0.13
0.02

0.00
0.00
0.01
0.02
0.01
0.13
0.05

0.03
0.01
0.03
0.03
0.01
0.10
0.02

0.08
0.15
0.04
0.34
0.17
0.30

0.01
0.04
0.03
0.08
0.01
0.06

0.02
0.03
0.01
0.10
0.04
0.03

0.01
0.00
0.01
0.06
0.00
0.00

0.01
0.01
0.00
0.05
0.02
0.00

0.37
0.14
0.30
0.19
0.24
0.00
0.14
0.31
0.20
0.10
0.15
0.07
0.17
0.17

0.02
0.06
0.03
0.09
0.02
0.00
0.03
0.04
0.07
0.01
0.01
0.01
0.02
0.02

0.05
0.01
0.05
0.03
0.04
0.02
0.01
0.02
0.03
0.00
0.02
0.09
0.03
0.01

0.01
0.00
0.01
0.01
0.01
0.01
0.00
0.01
0.01
0.03
0.02
0.10
0.01
0.00

0.03
0.01
0.02
0.03
0.04
0.00
0.01
0.01
0.01
0.05
0.01
0.10
0.03
0.01
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Prior screened-in CPS history
No CPS history
CA/N report
CA/N report and foster care
Prior screened-out CA/N report
Prior publicly funded social serv.
Child welfare non-CPS
Child mental health
Adult mental health
Adult substance treatment
Adult support services
Developmental disability serv.
Other services
County type
Large metro
Suburban
Other
% high school graduates
% foreign-born
% non-English speakers
Median household income
% persons in poverty
% children in poverty

0.22
0.18
0.09
0.11

0.04
0.00
0.06
0.05

0.01
0.02
0.01
0.01

0.00
0.01
0.02
0.00

0.02
0.02
0.00
0.00

0.14
0.00
0.16
0.13
0.24
0.16
0.01

0.10
0.04
0.06
0.01
0.03
0.03
0.01

0.03
0.00
0.02
0.02
0.02
0.01
0.01

0.02
0.00
0.00
0.00
0.00
0.01
0.00

0.01
0.00
0.02
0.00
0.01
0.01
0.03

0.57
0.34
0.35
0.12
0.12
0.04
0.13
0.18
0.20

0.02
0.03
0.01
0.04
0.06
0.01
0.04
0.06
0.05

0.04
0.06
0.01
0.04
0.03
0.10
0.02
0.02
0.01

0.08
0.09
0.02
0.05
0.03
0.11
0.03
0.03
0.02

0.03
0.03
0.01
0.02
0.00
0.08
0.00
0.00
0.01

One thing to consider even before PS application is how much propensity scores overlap
between the two treatment conditions. This ensures that there are sufficient amount of
comparable cases in the two groups. The boxplot below illustrates that the overlap of the
propensity scores between the PSOP and DR groups is sufficient. While the mean of the PS for
the PSOP group is significantly higher than that of the DR group, there are enough observations
in both groups that are either low or high in PS. The next figure shows the same information in
the frequency distribution form.
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Figure 1. Boxplot Displaying Distribution of Propensity Scores Probability.

Figure 2. Histogram Displaying Distribution of Propensity Scores Probability.

To test whether there were significant covariate differences between PSOP and DR
groups, a conditional multivariate logistic regression model was run. All variables were entered
simultaneously into the model (Table 11). The model fit diagnostics were described above when
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assessing the PS model. While controlling for other variables in the model, the foreign-born
population had 0.25 times lower odds to be in the PSOP group (Odds Ratio [OR] = 0.25, p ≤.
001) than in the DR group. PSOP program had younger caregivers (OR = 0.97, p ≤. 001), fewer
adults in the family (OR = 0.19, p ≤ .001), families with more children (OR = 1.11, p ≤. 01),
more caregivers participating in welfare programs at program start (OR=1.43, p ≤.01), more
disabilities in a family (OR = 2.10, p ≤. 001), more unmet basic needs (OR = 1.75, p ≤. 05), more
deficient life skills (OR = 1.57, p ≤. 05), and more adult mental health problems (OR = 1.34, p =
.054) than DR families. However, PSOP families had less substance use (OR = 0.52, p ≤ .001),
less difficulty in parenting skills (OR = 0.42, p ≤ .001), and fewer prior CPS reports (OR = 0.55,
p ≤ .001) and out of home placement (OR = 0.63, p ≤ .01). PSOP families had higher prior
utilization of child welfare non-CPS (OR = 1.33, p ≤ .05), adult support (OR = 2.12, p ≤ .05), and
developmental disabilities (OR = 2.82, p ≤ .01) publicly funded services than the DR group.
PSOP families were more likely to come from suburban (OR = 3.96, p ≤ .001) and other nonmetro (OR = 6.18, p ≤ .001) counties while DR families were more likely to be from the Twin
Cities metro area. Several interactions were significant in the model. Although PSOP had fewer
foreign-born families and adults, if families were both foreign-born and had more adults, they
were more likely to be in the PSOP program (OR = 1.64, p ≤ .001). Similarly, if families were
foreign-born and had an adult in a family with mental health problems they were more likely to
be in PSOP (OR = 4.24, p ≤ .001). However, foreign-born population with previous foster care
history and Whites with English proficiency problems (mostly Hispanics) were less likely to be
in PSOP (OR = 0.38, p ≤ .01 and OR = 0.32, p ≤ .001 respectively) than DR group. On the other
hand, Hispanic ethnicity, low English proficiency, marital status (single vs. married), two parents
associated with the case, number of adult children, employment at case start, annual wages, prior
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screened-out CA/N reports, social support, community resource utilization and neighborhood
level poverty and concentration of the foreign-born were no longer statistically significant
between the two programs.
Table 11. Logistic Regression Results for Differences between PSOP and DR programs
(PSOP=1)
Variable
Race
Black (White)
Native American (White)
Asian (White)
Hispanic ethnicity
Foreign-born status ***
Low English proficiency
Caregiver’s age ***
Marital status
Single (married)
Divorced/separated/widowed
(married) *
Number of adults
Two adults (one adult) ***
Three adults (one adult) ***
Number of children under 18 **
Number of adult children
Two parents involved
Employment
Employed at case start (no
employment hist.)
Employment hist. only (no
employment hist.)
Annual wages
Welfare utilization
Welfare at start (no welfare
history) **
Welfare in the past (no welfare
history)
Disability in a family ***
Adult mental health a
Child emotional disturbance
Adult substance use ***
Difficulties in parenting skills ***
Unmet basic needs *
Domestic discord or violence
Limited support network

b

SE

-0.19
0.08
0.26
0.04
-1.39
-0.15
-0.03

0.12
0.28
0.24
0.16
0.37
0.23
0.01

-0.08
-0.41

Adj. OR

95% CI

-1.58
0.30
1.06
0.28
-3.79
-0.66
-4.60

0.83
1.09
1.29
1.05
0.25
0.86
0.97

0.65-1.05
0.63-1.88
0.81-2.07
0.75-1.46
0.12-0.51
0.55-1.35
0.95-0.98

0.14
0.18

-0.58
-2.27

0.92
0.66

0.69-1.22
0.46-0.95

-1.67
-2.98
0.11
-0.12
0.27

0.13
0.31
0.04
0.10
0.19

-12.73
-9.53
2.67
-1.20
1.41

0.19
0.05
1.11
0.88
1.31

0.15-0.24
0.03-0.09
1.03-1.20
0.72-1.08
0.90-1.92

-0.04
-0.13

0.14
0.14

-0.32
-0.91

0.96
0.88

0.73-1.26
0.67-1.16

0.03

0.13

0.26

1.03

0.81-1.33

0.36
0.07

0.13
0.14

2.65
0.46

1.43
1.07

1.10-1.86
0.81-1.41

0.74
0.29
0.08
-0.66
-0.86
0.55
0.05
0.21

0.13
0.15
0.15
0.16
0.18
0.25
0.15
0.17

5.87
1.95
0.56
-4.07
-4.83
2.17
0.33
1.20

2.10
1.34
1.09
0.52
0.42
1.73
1.05
1.23

1.64-2.70
1.00-1.79
0.81-1.45
0.37-0.71
0.29-0.61
1.02-2.93
0.78-1.42
0.86-1.75
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t

Deficient life skills *
Community resource utilization
problems
Prior screened-in CPS history
CA/N report (no CPS history)
***
CA/N report & foster care (no
CPS hist.) **
Prior screened-out CA/N report
Prior publicly funded social services
Child welfare non-CPS *
Child mental health
Adult mental health
Adult substance treatment
Adult support services *
Developmental disability
services **
Other services
County type
Suburban (large metro) ***
Other (large metro) ***
Neighborhood characteristics
% foreign-born
% persons in poverty
Interaction terms
Foreign-born * number of adults
**
Foreign-born * CA/N
report/foster care **
Foreign-born * adult mental
health ***
White * low English proficiency
***

0.45
-0.31

0.20
0.18

2.29
-1.77

1.57
0.73

1.06-2.33
0.51-1.05

-0.60
-0.46

0.11
0.17

-5.63
-2.62

0.55
0.63

0.45-0.68
0.45-0.86

-0.25

0.15

-1.67

0.78

0.58-1.04

0.29
-0.02
-0.09
0.36
0.75
1.04
-0.09

0.14
0.21
0.29
0.43
0.37
0.35
0.26

2.01
-0.11
-0.31
0.83
2.05
2.99
-0.34

1.33
0.98
0.91
1.43
2.12
2.82
0.92

1.01-1.76
0.64-1.48
0.52-1.61
0.62-3.32
1.03-4.35
1.43-5.59
0.55-1.52

1.38
1.82

0.20
0.25

6.83
7.25

3.96
6.18

2.67-5.88
3.78-10.11

0.03
-0.01

0.03
0.02

1.37
-0.44

1.04
0.99

0.98-1.09
0.95-1.03

0.50
-0.98
1.45
-1.13

0.18
0.39
0.24
0.32

2.82
-2.54
5.95
-3.58

1.64
0.38
4.24
0.32

1.16-2.32
0.18-0.80
2.64-6.83
0.17-0.61

Note: c-value ranged from 0.85 to 0.86 across 10 imputed data sets; max R 2 ranged from 0.47 to 0.48 across 10 imputed data sets;
Reference groups for categorical variables are indicated in parentheses; ***p<.001, **p<.01, *p<.05; Adj. OR, adjusted odds
ratio; CI, confidence interval; SE, standard error; ap=0.054; significant estimated are highlighted in bold.

Results of Research Question 2
How do families in two levels of preventative services differ in terms of service participation and
later outcomes?
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The following analyses controlled for baseline differences found in RQ 1 using
propensity scores. Tables presented in these sections contain results using complete and matched
(0.2SD) data. Only results from the matched sample are discussed.
Hypothesis 2A: Family cooperation, service receipt, and quantity of services (number of visits)
will vary by the program (PSOP vs. DR).
Cooperation
The overall cooperation in both programs was very high (Table 12). Although the DR
families had significantly higher overall cooperation than the PSOP families (97.23% vs.
91.71%) (p < .001), the significant difference was present among families that were involved in
the assessment stage only (without case management) (97.57% vs. 88.66%, p < .001). There
were no differences for the case management level, which was completely voluntary when no
child safety concerns existed. Similar results were obtained for the weighted sample.
Table 12. Percentage of Family’s Cooperation at Case Start
Complete data
Imputed data
PSOP
DR
pPSOP DR
p(n=1304) (n=1274) value
value
Assessment
91.00
97.54
*** 89.94 97.16 ***
Case
94.78
97.54
.32 94.49 95.57 .50
management
Overall
94.17
97.10
*** 92.94 96.69 ***

Matched Sample
PSOP DR
pvalue
88.66 97.57 ***
93.37 96.23 .16
91.71 97.23

***

Note: ***p≤.001, **p≤.01, *p≤.05; significant results are highlighted in bold.

Service factors
Service dosage was measured by number and type of contacts between a program worker
and family and case length. Tables 13 and 14 present results for these constructs disaggregated
by service type and county.
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Table 13. Percentage of Number of Contacts and Case Length by Service and Program
Service
variables

Number of
face-to-face
visits

Type of service

Assessment
only
Casemanagement

Overall
Number of
Assessment
other contacts only
Casemanagement

Total number
of contacts

Case length
(days)

Overall
Assessment
only
Casemanagement
Overall
Assessment
only
Casemanagement
Overall

Complete data
PSOP

DR

6.86
(6.80)
5.66
(7.54)
6.08
(7.31)
8.64
(13.00)
9.80
(14.39)
9.41
(13.94)
14.30
(17.85)
14.33
(19.10)
14.32
(18.68)
319
(201)
179
(159)
227
(186)

3.94
(3.27)
10.77
(20.64)
5.96
(11.92)
5.63
(6.98)
20.51
(53.58)
10
(30.37)
9.58
(9.32)
31.28
(70.65)
15.95
(40.28)
41
(36.30)
104
(159)
60 (96)

Matched data

pvalue

***
***
0.72
***
***
0.47
***
***
0.12
***
***
***

PSOP

DR

6.36
(6.12)
5.04
(5.93)
5.51
(6.03)
8.26
(11.22)
8.70
(12.72)
8.55
(12.21)
14.62
(15.35)
13.74
(16.25)
14.06
(15.94)
139.4
(88.75)
128.1
(98.41)
130.3
(96.72)

4.12
(3.55)
13.71
(25.45)
6.59
(13.92)
5.88
(7.49)
25.44
(58.30)
10.92
(31.47)
10.00
(9.99)
39.15
(78.75)
17.52
(42.84)
46 (38)
132
(176)
68
(102)

pvalue

***
***
*
***
***
*
***
***
*
***
***
***

Note: ***p≤.001, **p≤.01, *p≤.05.

Face-to-face contacts. While the DR families had significantly more overall face-to-face
contacts than the PSOP group (M = 6.59, SD = 13.92 vs. M = 5.51, SD = 6.03) (p < .05), this
difference was present only at the case management level (Table 13). In fact, the PSOP families
were significantly more likely to have a higher number of face-to-face contacts with the workers
during the assessment stage (M = 6.36, SD = 6.12 vs. M = 4.12, SD = 3.55) (p < .001). However,
there were wide county variations in contact distributions, with PSOP ranging from 3.00-6.96
and DR—4.21 to 19.84 (Table 14). Further, two counties, namely Dakota and Ramsey, provided
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more face-to-face contacts in their PSOP program than DR. Though the majority of families in
both programs received two to five face-to-face contacts, the distribution spread for PSOP was
wider (Figure 3). This trend was seen across all but one (Olmsted) counties (see Appendix G).
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Figure 3. Distribution of Overall Number of Face to Face Contacts by Program (%).
Table 14. County Variation in Service Variables
County

Complete data
PSOP
DR
Number of face-to-face contacts
Anoka
--4.20 (5.66)
Dakota
7.06 (10.86) 4.10 (4.32)
Hennepin
4.07 (4.57)
4.23 (5.58)
Olmsted
6.83 (10.81)
Ramsey
6.20 (3.94)
Scott
4.39 (4.53)
Number of other contacts
Anoka
4.97 (2.76)
Dakota
0.46 (2.16)

19.51 (29.70)
6.18 (10.90)
4.82 (9.03)

Hennepin

13.47 (10.45)

6.32 (16.40)

Olmsted
Ramsey

15.16 (22.29)
6.08 (5.20)

33.96 (51.34)
11.84 (39.72)

15.79 (50.74)
0.21 (0.52)

Matched data
PSOP
DR
3.00 (2.81)
5.59 (8.09)
4.17 (4.79)
6.96
(10.77)
6.35 (3.96)
3.90 (4.17)

4.21 (5.69)
4.22 (4.59)
4.22 (4.66)

4.96 (2.97)
0.22 (1.23)
13.73
(10.86)
15.95
(22.26)
6.32 (5.41)

15.85 (51.05)
0.22 (0.55)
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19.84 (31.67)
5.81 (8.99)
4.50 (8.98)

6.32 (11.59)
33.89 (54.37)
9.39 (23.84)

Scott
22.85(18.23)
Total number of contacts
Anoka
4.97 (2.76)
Dakota
7.53 (11.96)
17.54
Hennepin
(13.56)
21.99
Olmsted
(31.84)

10.56 (18.52)

Ramsey

18.01 (49.23)

12.28 (6.70)
27.23
Scott
(21.62)
Case length (days)
Anoka
175 (78)
Dakota
148 (118)
Hennepin
232 (164)
Olmsted
82 (79)
Ramsey
387 (186)
Scott
107 (99)

19.98 (56.10)
4.31 (4.33)

21.34
(18.04)

10.15 (19.01)
20.06 (56.44)
4.45 (4.60)

15.38 (27.16)

7.96 (4.21)
5.81 (8.44)
17.90
(14.19)
22.91
(31.63)
12.68
(6.95)
25.24
(21.38)

95 (104)
47 (71)
32 (39)
108 (146)
110 (147)
58 (80)

176 (76)
143 (107)
238 (171)
85 (74)
395 (188)
108(110)

95 (105)
48 (76)
32 (37)
106 (148)
111 (135)
52 (78)

10.55 (21.53)
53.47 (77.86)

10.54 (15.64)
53.73 (82.71)
15.20 (31.14)
14.65 (27.77)

Other contacts. Similar to face-to-face contacts, other type contacts, which included
phone, email and fax, were higher among DR than PSOP families (M = 10.92, SD = 31.47 vs. M
= 8.55, SD = 12.21) (p < .05), with contacts made during the case management phase driving up
this difference (Table 13). County variations resulted in the following distribution for other
contacts: PSOP ranged from 4.96 to 21.34 (Dakota was excluded due to low reporting concerns)
while DR ranged from 6.32 to 33.89 (Dakota was excluded due to low reporting concerns)
(Table 14). However, there were two counties (Hennepin and Scott) that had more other
contacts in their PSOP programs than DR. When examined categorically (Figure 4), the
distribution of overall number of other contacts looked even across both programs; however,
there were wide county variations (see Appendix G).
Total contacts. Since total contacts were a linear combination of face-to-face and other
contacts, trends described above were maintained (Table 13). DR had higher number of overall
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contacts than PSOP (M = 17.52, SD = 42.84 vs. M = 14.06, SD = 15.94) (p < .05) but the
direction varied by service type and county. During the assessment phase, PSOP had
significantly more overall contacts than DR (M = 14.62, SD = 15.35 vs. M = 10.00, SD = 9.99) (p
< .001) while during the case management phase the DR program had significantly more
contacts than PSOP (M = 13.74, SD =16.25 vs. M = 39.15, SD = 78.75) (p < .001). County
variations for the total contacts included from 7.96 to 25.24 in PSOP and from 10.54 to 53.73 in
DR (Dakota County was excluded) (Table 14). Further, Hennepin and Scott counties had
significantly more overall contacts in their PSOP program compared to those in DR.
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Figure 4. Distribution of Overall Number of Other Contacts by Program (%).
Case length. The PSOP cases were opened significantly longer than those in the DR
program in all but two (Olmsted and Ramsey) counties. During interviews with workers it was
discovered that two counties (Hennepin and Ramsey) kept their PSOP cases open for a very long
time (average of one year) even when services ended shortly after the case opening.
Additionally, one community agency worker from Ramsey County reported that the current
maximum number of hours allotted for the PSOP program was 20. To get a more accurate
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estimate of an overall case length, the two counties were excluded from the case length mean
calculations in PSOP, ending up with an average of 130 days (SD = 96.72) compared to 68 days
(SD = 102) for DR. It should be noted that after the omission of the two counties there were no
significant differences in the case length for the case management phase (128 days in PSOP vs.
132 days in DR). Figure 5 shows this information categorically: half of the DR cases lasted for
one month while half of the PSOP cases were longer than four months.
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Figure 5. Distribution of Number of Weeks from Start to End of the Case by Program (%).
Predictors of number of worker contacts. Both face-to-face and other contacts made by
workers were regressed on a number of socio-demographic factors, psychosocial risks, and
service characteristics using negative binomial regression accounting for clustering at zip code.
Because the purpose was to examine predictors as opposed to programmatic effects, original prepropensity score data were used for these analyses. Separate models were run for two types of
contacts. Only significant covariates were included in the Table 15.
The model predicting worker face-to-face contacts indicated that there were a number of
family characteristics and service factors that were associated with a receipt of a higher number
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of direct worker contacts. Significant socio-demographic factors predicting higher number of
face-to-face contacts for both programs included Asian race, Hispanic ethnicity, number of
adults involved in the case, unemployment and welfare utilization. Among psychosocial risks,
problematic mental health, difficulties in parenting, IPV, limited social support, prior receipt of
social services, and having no prior involvement with CPS predicted more face-to-face contacts
in both programs. Families that received new CPS reports and social services during the time that
the target case was opened had more contacts.
Similar to face-to-face contacts, other contacts were predicted by problematic mental
health, parenting, limited social support and services received during the case. Limited
interpersonal and life skills were additional factors predicting higher number of other worker
contacts. Both face-to-face and other contacts varied by county.
Table 15. Multivariate Negative Binomial Regression Models Predicting Worker Contacts
Variable
PSOP (DR)
Socio-demographic characteristics
Race
Black (White)
Native American (White)
Asian (White)
Hispanic ethnicity
Number of adults
Two adults (one adult)
Three adults (one adult)
Unemployment/underemployment
Welfare utilization
Welfare at start (no welfare history)
Welfare in the past (no welfare history)
Psychosocial risks
Adult mental health
Difficulties in parenting skills
Domestic discord or violence
Limited social support
Limited interpersonal skills

Face-to Face Contacts
Other Contacts
Est.
95% CI
Est.
95% CI
-0.04 -0.22 0.14
0.06
-0.13
0.25

0.08
0.19
0.40
0.21

-0.01
-0.05
0.28
0.08

0.17
0.42
0.51
0.33

-0.04
-0.14
0.06
-0.07

-0.15
-0.35
-0.11
-0.28

0.08
0.07
0.24
0.13

0.12
0.16
0.14

0.05
0.02
0.01

0.19
0.31
0.27

-0.06
0.07
0.17

-0.17
-0.12
-0.08

0.04
0.26
0.21

0.10
0.11

0.00
0.01

0.19
0.20

-0.00
0.12

-0.10
-0.01

0.10
0.25

0.26
0.12
0.20
0.22
0.16

0.14
0.01
0.07
0.07
-0.01

0.37
0.24
0.32
0.37
0.34

0.17
0.18
0.03
0.27
0.29

0.04
0.01
-0.11
0.13
0.07

0.30
0.34
0.17
0.41
0.52
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Deficient life skills
Prior CA/N report (no CPS history)
Prior publicly funded social services
history, any
Other County (large metro)
Services during the case
New CPS reports during the case
Publicly funded social services

0.08
-0.09
0.14

-0.13
-0.17
0.07

0.29
-0.00
0.22

0.37
-0.00
0.02

0.18
-0.10
-0.08

0.57
0.09
0.13

0.60

0.45

0.76

0.82

0.67

0.97

0.45
0.56

0.32
0.40

0.57
0.73

0.70
0.69

0.51
0.45

0.89
0.92

Note: Estimates in bold significant at p<.05.

Services
Case management services. The PSOP families received significantly more case
management services than the DR group (64.71% vs. 25.78%) (p < .001) controlling for baseline
risk (matched sample) (Table 16). However, the proportion of receipt varied by county. Within
the PSOP group, the proportion of families that received case management services varied from
43.12% in Ramsey County to 97.06% in Dakota County. Within the DR group, these proportions
were from 12.11% (Dakota) to 34.61% (Hennepin). Interviews with program workers revealed
that while case management workgroup was always a good indicator of whether or not a family
received any services during the length of the case, an assessment group that did not result into a
case management workgroup did not necessarily mean that a family did not receive any services,
especially in the DR program. In fact, there were substantial differences in opening of a case
management workgroup (regardless of family’s acceptance of such services) between the two
programs. PSOP workers were more likely to open a case management workgroup even if
provision of services constituted one referral. On the hand, DR workers often provided referrals
and other quick services in the assessment workgroup without opening it to a case management
workgroup. In fact, one county’s supervisor estimated that 50% of cases in the assessment
received some type of services. Therefore, numbers for the case management services in the
PSOP program should be considered inflated if using DR’s definition of services. Differences in
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conceptualization of services may partially be attributed to organizational differences between
the two programs. The DR case involved two workers, assessment and case management, while
the PSOP—usually one (two workers if a PSOP coordinator was at a county level and services
provided through community agencies). Given these differences in the service conceptualization
between the two programs, actual service provision remained unknown.
PSOP services. More detailed information about service characteristics, particularly type,
number, and level of participation, was available for a subset of the PSOP cases. This data came
from the EFA (worker survey), designed and administrated by the original pilot study evaluators.
The worker survey was completed on 1,304 PSOP families, which comprised 66.40% of the
study’s PSOP sample.
Table 16. Percentage of Service Type by County and Program
Matched sample
PSOP

Anoka
Dakota
Hennepin
Olmsted
Ramsey
Scott
Overall

Assessment Case
only
management
26.79
73.21
2.94
97.06
10.13
89.87
22.26
77.74
56.88
43.12
23.13
76.87
35.29
64.71

DR
Assessment Case
only
management
81.93
18.07
87.89
12.11
65.39
34.61
76.56
23.24
70.14
29.86
78.68
21.32
74.22
25.78

Descriptives for subsample. Families included in the subsample differed on a number of
socio-demographic and psychosocial characteristics from those families on whom this data were
not available. The subsample was significantly more likely to have Caucasian and less likely to
have Asian families (p < .001) compared to the whole PSOP group. There were also fewer
foreign-born families (p < .001), disabled (p < .001), families with mental health problems (p <
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.01) and those receiving welfare assistance (p < .001) but significantly more families with prior
screened-out reports (p < .001), basic needs problems (p < .05), IPV (p < .05), and poor life skills
(p < .05). Survey completion varied by county, with two large metro counties completing
significantly fewer worker surveys than other counties (p < .001). However, no significant
differences existed on Hispanic ethnicity, marital status, annual wages, household size, prior
screened-in CPS and other public service involvement histories, child mental health, substance
abuse, parenting problems, social support, interpersonal skills, and community resource
utilization between those PSOP families on whom the worker survey was available and those
that did not have such information.
Service type and number. A number of different services (direct and referral
information) were offered to the PSOP families during their involvement with the program
(Figure 6). Most families (95.55%) were offered at least one and the majority received two to
four services (Figure 7). There was a wide variation in service offerings ranging from financially
based services, including basic household needs (53.99%), childcare (53.14%) and emergency
basic needs (52.61%), being the most frequently offered, to typical child welfare services of
mental health counseling or psychiatric (39.03%), parenting (23.85%), IPV (19.33%), substance
abuse (7.44%), and homemaker (6.99%) that were offered to a moderate or small proportion of
families in the program. Over a quarter of families (26.38%) were offered help with
transportation while nearly one in five were offered medical/dental or legal services. PSOP also
used funds for recreational services, which were offered to 14.11% of the families.
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Basic hhld needs: utilities, repair, rent
Childcare/respite/crisis nursery
Emergency food or shelter or housing services
Mental hlth/psychiatric or counseling
Employment, vocational/educational services
Transportation
Parenting classes
Domestic violence services
Support groups
Medical or dental care or disability services
Legal services
Recreational services
Welfare
Substance abuse treatment
Homemaker services
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Figure 6. Services Offered in PSOP by Type, %.
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Figure 7. Number of Services Offered in PSOP, %.
Level of participation by type of services offered. In contrast to Figure 6, Figure 8
displays PSOP services by families’ level of participation in them. Workers were asked to rate
families’ level of participation or use of each offered service/referral on a scale one to five, with
one meaning ‘very little’ and five--‘very much’. There was a wide spread in service
participation by type. Families used assistance with welfare programs, basic household needs and
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transportation to the highest extent followed by utilization of emergency and housing services,
relief from childcare, employment and educational services, recreational programs, and medical
or dental care. The least utilized services included parenting classes, support groups, substance
abuse treatment and homemaker services.
Welfare
Basic hhld needs: utilities, repair, rent
Transportation
Emergency food or shelter or housing services
Childcare/respite/crisis nursery
Employment, vocational/educational services
Recreational services
Medical or dental care or disability services
Mental hlth/psychiatric or counseling
Legal services
Domestic violence services
Homemaker services
Substance abuse treatment
Support groups
Parenting classes
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Figure 8. Level of Service Participation by Type, M.
Service constellations. The majority of families received more than one type of service
(Figure 7). Multiple services tended to co-occur (e.g. transportation, help with basic needs)
and/or were offered to address a particular need (e.g. counseling, support groups, legal services
to address IPV). Principal Component Analysis (PCA) was used to derive groups of services that
tended to be offered and utilized together using service participation and utilization scores. A
score of zero indicated that the service was not used during the program either because it was not
offered or a family chose not to participate in it. For those services that were offered and utilized,
the level of participation ranged from one (low) to five (high) (Figure 8). Using PCA with
Varimax rotation, five factors were retained: poverty-related services, employment and
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insurance-related services, counseling and support groups, substance abuse treatment, and
childcare and parenting groups. Table 17 lists specific services that fell into these categories
(note that these categories are slightly different from those in Figures 6 & 8 that included a
combination of some of the services). Service participation scores for each service category were
created for families in the EFA survey subsample.
Table 17. Service Constellations by Service Type
Poverty-related

Employment &
insurance-related

Counseling &
support groups

Emergency shelter
Emergency food

Medical or dental
MH/psychiatric

Counseling
IPV

Help with rent or
mortgage
Basic household needs
Transportation
Housing

Welfare

Legal

Employment
Educational
Vocational
training
Disability
Recreational

Homemaker
Support groups

Substance
abuse
treatment
Alcohol tx
Drug tx

Childcare
&
parenting
Childcare
Respite
care
Parenting
classes

Service participation by type and family need. Figure 9 displays level of service
participation by family need using service constellations created above. Family need information
came from the FNS tool, which was completed at case start. For simplicity reasons, service
participation was dichotomized into no or low participation (Scores of 0-2), meaning that a
service was either not offered or offered but family participated at a low intensity, and moderate
or high participation (Scores of 3-5). The main assumption behind this analysis was that a
particular need could be matched to one group of services (Loman et al., 2009). This needs to be
kept in mind as some needs required multiple services from different categories (e.g. to get
employment one may need childcare, vocational training, transportation). Parenting was
separated from childcare and respite care, as childcare was one of those services that could
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address multiple family needs. Nevertheless, certain services stood out as being matched to
families with certain needs. For instance, poverty-related services meant unmet basic needs;
employment and insurance related services addressed need for employment, mental health and
disability services; counseling and support groups were often used by those with family
relationship problems, including IPV; substance abuse treatment was needed for those with
addiction problems while parenting services were prescribed for those with moderate or severe
parenting problems.
Level of participation in services varied by family needs (Figure 9). Overall, families
with moderate or high needs participated in services at a higher rate than those with no or low
needs (p < .001). However, a higher proportion of families with high or moderate needs in a
certain areas, except for basic needs, did not participate or participated in services at a low level
of intensity as opposed to participating at a great intensity. For example, a great majority of
families with high needs in parenting, substance abuse treatment and remedy of family
relationships either did not participate in services at all or participated at a low rate, 89.61%,
90.11%, and 64.87% respectively.
Services needed but not received. Workers were also asked about services that were
needed but not received and why they were not received. Overall, 20.82% of the families in the
EFA sample did not receive needed services. However, this percentage and type of services not
received varied by nativity (see RQ 4). The most common reason for not receiving needed
services was because a family did not accept offered service (51.15%) followed by other
unspecified reasons (25.38%), service being not available (11.15%), and service being not
accessible or due to insufficient funds (10.38%).
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Figure 9. Level of Service Participation by Service Type and Family Need, %.
Hypothesis 2B: Subsequent outcomes of child maltreatment, out of home placement, and
family’s well-being (mental health, substance abuse, and economic well-being) will vary by
program (PSOP vs. DR).
Outcomes examined in this analysis included child welfare outcomes, i.e. screened-in and
screened-out CPS reports and out-of-home placement, new services attainment, specifically
children’s and adult mental health and adult substance abuse treatment, and family’s economic
well-being, measured by poverty, employment, and welfare involvement indicators.
Bivariate results
Child welfare outcomes. Table 18 displays rates of child welfare outcomes after case
closure using original pre-propensity score sample, and several samples generated from different
propensity score methods that controlled for baseline risk. Only results from the matched sample
with 0.2 SD caliper will be discussed further. Testing of statistical significance used the GEE
method, which accounted for matching and clustering at the zip code level. Screened-in CPS
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reports were measured by a three-level variable, comparing families with CPS reports only, CPS
reports and out of home placement, and those that did not have any reports during the postintervention follow up. The PSOP families had significantly fewer overall CA/N events than the
DR families: 27.79% vs. 41.03% (p < .001) but a bigger difference between the two groups was
for CPS reports only compared to CPS reports with out of home placement. The PSOP families
also experienced significantly fewer screened-out CPS reports than the DR families: 20.20% vs.
33.78% (p < .001).
Mental health and substance abuse services. Table 19 displays results for children’s and
adult’s mental health and substance abuse treatment services obtained during and/or after
involvement with the program. The data is displayed in the same format as for child welfare
outcomes. Overall, few families obtained aforementioned services using the study’s metrics.
Adult mental health services were obtained by 3.83% of PSOP and 2.40% of the DR families
while children’s mental health services were utilized by 5.47% of PSOP and 5.76% of DR
families. Substance abuse treatment was provided for 6.25% PSOP and 4.83% DR families. The
rates of newly obtained services were not significantly different between the two programs. This
meant that there were no significant programmatic effects for these outcomes. Note that there
were significant differences between the two programs using the original pre-propensity score
sample.
Economic well-being outcomes. Economic well-being outcomes, measured by
employment, welfare and poverty indicators, are displayed in Table 20. The data is displayed in
the same format as for the outcomes above. Each economic well-being outcome was measured
by a three-level variable. Overall, there were no significant differences between the PSOP and
DR programs in economic well-being outcomes using any of the measures. Similar proportions
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of caregivers in both programs maintained or gained new employment during the length of the
case and the follow-up time: 47.32% in PSOP vs. 45.28% in DR respectively. Approximately
half of the families in the PSOP and DR programs remained on or newly obtained welfare
services: 51.15% vs. 48.28% respectively. Poverty measure, which included the two above
indicators (employment and welfare involvement) as well as level of income adjusted for
household size, indicated that the overwhelming majority of families in both programs were
poor: 88.93% of PSOP and 88.13% of DR families either remained in poverty or became newly
poor.
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Table 18. Child Welfare Outcomes after Case Closure (%)

Outcome
CPS report
Foster care
No record
Screened
out report

Pre-propensity score
(original) sample
PSOP DR
P
19.25 28.00 ***
8.96
12.16
71.79 59.84

Matched sample-0.2
Weighted sample
SD
PSOP DR
p
PSOP DR
p
19.25 29.41 *** 18.65 28.99 ***
8.96
15.83
9.14
12.04
71.79 54.76
72.21 58.97

Matched sample-.01
PSOP DR
p
18.65 29.60 ***
9.13
12.15
72.22 58.25

20.88

20.88

20.51

24.41 ***

35.77 *** 20.20

33.78 ***

35.09 ***

Note: ***p≤.001, **p≤.01, *p≤.05.

Table 19. New Services Outcomes after Case Closure (%)

Outcome
Adult mental health
services
Child mental health
services
Substance use
treatment

Pre-propensity
score (original)
sample

Weighted sample

Matched sample-0.2
SD

Matched sample.01

PSOP DR

p

PSOP DR

p

PSOP

4.63

1.62

***

4.63

2.60

5.19

6.80

*

5.19

5.45

3.35

**

5.45

DR

p

PSOP DR

p

0.11 3.83

2.40

0.12

3.75

2.50

0.21

5.03

0.9

5.47

5.76

0.82

5.36

5.73

0.76

7.21

0.32 6.25

4.83

0.22

6.14

4.95

0.39

Note: ***p≤.001, **p≤.01, *p≤.05.
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Table 20. Economic Well-Being Outcomes after Case Closure (%)

Outcome
Employment
Consistent
Newly
employed
Never/lost
Welfare
Always
Newly
Never/got off
Poverty
Always
Newly
never

Pre-propensity
score (original)
sample
PSOP DR
p

Matched sample-0.2
SD
PSOP DR
p

Matched sample-.01
PSOP DR
p

.42

18.01
29.31
52.69
41.89
9.26
48.85

19.52
25.76
54.71
37.95
10.33
51.71

.09

18.22
29.16
52.62
41.72
9.63
48.64

18.81
26.38
54.82 .36
39.06
10.33
50.61 .32

.37

67.94
20.99
11.07

66.27
21.86
11.87

.47

67.57
21.06
11.37

66.97
21.68
11.36 .79

Weighted sample
PSOP DR
p

15.07
29.53
55.40
45.37
7.59
47.05

24.71
23.48
51.81
34.02
11.88
54.10

15.07
*** 29.53
55.40
45.37
7.59
*** 47.05

16.14
27.49
56.37
44.05
9.13
46.82

71.23
19.86
8.91

64.19
22.31
13.50

71.23
*** 19.86
8.91

68.74
19.75
11.52

.60

Note: ***p≤.001, **p≤.01, *p≤.05.
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Multivariate results
While bivariate analyses presented above accounted for baseline differences between
PSOP and DR programs (using propensity scores), service factors were controlled for in the
multivariate analyses. The following factors were accounted for in the analyses modeling
program outcomes: family’s level of cooperation, number of face-to-face contacts, number of
other contacts, new CPS reports or foster care during the case, and receipt of publicly funded
non-welfare services during the case. Because number of face-to-face and number of other
contacts were highly skewed, their logged versions were used in the following analyses. Due to
problematic data related to case length, this service related variable was not included in the
analyses. Furthermore, service dosage may be better conceptualized by number of contacts while
prolonged case length may indicate that a family was irresponsive to services or a worker.
Additional controls used in specific outcome analyses are described below. Only non-imputed
outcome related variables (outcome, date of an event) were used in these analyses. All analyses
used robust standard errors accounting for matching and clustering at zip code. Sensitivity
analyses using different propensity score methods were performed for each outcome and are
presented below.
Child welfare outcomes
Programmatic effects for screened-in child maltreatment reports and foster care were
estimated using competing risk analysis, a specialized Cox regression analysis allowing
distinguishing different types of events and treating them individually in the analyses (Allison,
2010). CPS reports that result in foster care placement as opposed to CPS reports only are likely
to have different determinants and risk level. A unique feature of competing risk analysis is that
models for each event can be estimated separately without loss of statistical power (Allison,
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2010). Because date for a screened-out report was not available in the data, a conditional logistic
regression was used to predict the outcome of a subsequent screened-out CPS report. In addition
to service factor controls described above, the models of child welfare outcomes also accounted
for prior CPS history (in addition to including it in the propensity score models) and time
dependent employment status at the time of CPS report or at the end of follow-up period for
those without a subsequent report. Results for child welfare outcomes are presented in Table 21.
Table 21. Treatment Effects of Later Screened-in and Screened-out CPS Reports

Treatment (PSOP=1)
Prior CPS history
CPS Only
Foster Care
New CPS Reports During
CPS Only
Foster Care
New Publicly Funded Services
During
Cooperation
Employment Status at
Censored Time
Number of Face-to-Face
Contacts (logged)
Number of Other Contacts
(logged)

Screened-In CA/N
CPS report (HR
Foster Care (HR
95% CI)
95% CI)
0.61 (0.48-0.78)*** 0.55 (0.35-0.84)**

Screened-Out CA/N
(OR 95% CI)
0.48 (0.38-0.62)***

1.85 (1.45-2.37)*** 2.19 (1.45-3.31)*** 2.45 (1.83-3.28)***
1.93 (1.33-2.78)*** 4.07 (2.44-6.78)*** 1.75 (1.18-2.60)**
1.24 (0.74-2.08)
1.08 (0.63-1.84)
1.33 (0.82-2.14)

2.28 (1.20-4.34)**
1.21 (0.50-2.92)
1.11 (0.44-2.79)

1.59 (0.99-2.56)
0.81 (0.40-1.63)
1.39 (0.79-2.45)

0.98 (0.55-1.76)
1.21 (0.95-1.53)

0.93 (0.34-2.53)
0.67 (0.45-1.00)*

1.62 (0.79-3.32)
0.98 (0.77-1.23)

1.01 (0.86-1.19)

1.01 (0.75-1.37)

0.98 (0.82-1.18)

0.99 (0.89-1.10)

1.00 (0.82-1.21)

0.90 (0.79-1.01)

Note: ***p≤.001, **p≤.01, *p≤.05; significant results are highlighted in bold.

When controlling for other variables in the model and length of the follow-up time, the
PSOP group had significantly fewer screened-in CPS reports (HR = 0.61, p < .001) and foster
care placement (HR = 0.55, p < .01) than the DR group. There was a decrease in 39% of the
hazard rate for a subsequent CPS report and 45% decrease for a subsequent foster care placement
for families in PSOP compared to families in DR. The PSOP group had also significantly fewer
screened-out CPS reports than the DR group when controlling for other variables in the model.
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The estimate for this model was b = -0.73, p < .001, which produced an OR = 0.48 (CI 95%
0.38-0.62). This can be interpreted as 52% reduction in risk to receive a screened-out CPS report
following case closure. Not surprisingly, prior CPS history was a significant risk factor in all
three models. It increased the risk of an additional CPS involvement by about twofold.
Additionally in the foster care model, a new CPS report during the case increased while being
employed lowered the risk of foster care placement.
Mental health and substance abuse services
Programmatic effects for new services were estimated using three separate Cox
Regression models. In addition to controlling for family’s cooperation, number of contacts and
new CPS reports received during the case, the models also controlled for family’s need at case
start (related to a particular outcome). Because these service outcomes were estimated from case
start as opposed to following case closure, models did not control for receipt of publicly funded
non-welfare services during the time that the case was opened. Results for these analyses are
presented in Table 22.
While controlling for other variables in the model and length of the follow-up,
obtainment of children’s mental health and adult substance abuse treatment services did not vary
between PSOP and DR programs. On the other hand, the PSOP group received significantly
more adult mental health services than the DR group: HR = 2.35, p < .01. Families in PSOP
received on average twice as many adult mental health services than those in the DR group.
Need at case start related to a particular outcome predicted service receipt of that outcome in
both groups (there was no significant program by need interaction). Number of worker contacts
predicted receipt of children’s mental health and adult substance abuse outcomes, however, the
direction of these associations varied. While children’s mental health services were predicted by
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fewer face-to-face contacts (HR = 0.72, p ≤ .05), adult substance abuse treatment was predicted
by a higher number of face-to-face contacts (HR = 2.05, p ≤ .001) but lower number of other
worker contacts (HR = 0.71, p ≤ .01).
Table 22. Treatment Effects of Mental Health and Substance Abuse Services

Treatment (PSOP=1)
Need at Case Start
Children’s Mental Health
Adult’s Mental Health
Substance Abuse in a Family
New CPS Reports or Foster
Care During
Cooperation
Number of Face-to-Face
Contacts (logged)
Number of Other Contacts
(logged)

Mental Health
Children’s (HR
Adults’ (HR 95%
95% CI)
CI)
1.00 (0.63-1.60)
2.35 (1.24-4.47)**
17.07 (11.0826.29)***

4.26 (1.979.18)***

0.97 (0.48-1.95)

0.91 (0.33-2.46)

1.03 (0.33-3.19)
0.72 (0.54-0.96)*

2.47 (0.27-22.57)
1.43 (0.91-2.27)

1.67 (0.92-1.47)

1.02 (0.73-1.42)

Substance Abuse
Adults’ (HR 95%
CI)
1.51 (0.95-2.39)

7.16 (4.4511.51)***
0.90 (0.45-1.83)
0.86 (0.30-2.48)
2.05 (1.572.69)***
0.71 (0.57-0.89)**

Note: ***p≤.001, **p≤.01, *p≤.05; significant results are highlighted in bold.

Economic well-being
Estimation of programmatic effects of economic well-being outcomes involved three
binary logistic regression models, each for a separate outcome. While bivariate results were
presented using three-level outcomes, binary models in the multivariate analysis were used for
two reasons. All three models did not meet the Score Test for the Proportional Odds Assumption
to be used in an ordinal logistic regression model while multinomial logistic regression models
could not be used with imputed data (produced one averaged estimate instead of giving estimates
for both categories of the dependent variable). The variables were recoded in the following way:
employment (1 = consistent employment throughout or newly employed/re-employed, 0 = never
employed or lost employment), welfare involvement (1 = always or newly on welfare, 0 = never
on or got off welfare), poverty (1 = always or newly poor, 0 = never poor or newly “rich”).
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In addition to service related controls during the program, the models also controlled for
need at case start, which in case of the employment outcome was underemployment or
unemployment while for the welfare and poverty outcomes needs at case start were employment
and sufficiency of basic needs. There were no significant programmatic effects for any of the
economic well-being outcomes. Employment, welfare involvement, and family’s poverty status
at the follow up did not vary between PSOP and DR programs (see Table 23). Need for
employment at case start significantly predicted each outcome, with those who were
underemployed or unemployed were significantly less likely to be employed (OR = 0.65, p ≤
.001) and more likely to receive welfare (OR = 1.49, p ≤ .001) and be poor (OR = 2.42, p ≤ .001)
at the follow up. Additionally, new CPS reports during the case predicted lower employment
(OR = 0.68, p ≤ .05) while number of face-to-face worker contacts predicted higher welfare
involvement (OR = 1.23, p ≤ .01).
Table 23. Treatment Effects of Economic Well-Being Outcomes

Treatment (PSOP=1)
Need at Case Start
Underemployed or
Unemployed
Chronically Unmet Basic
Needs
New CPS Reports or Foster
Care During
New Publicly Funded Services
During
Cooperation
Number of Face-to-Face
Contacts (logged)
Number of Other Contacts
(logged)

Employment
(OR 95% CI)
1.22 (0.97-1.52)

Welfare
(OR 95% CI)
1.08 (0.89-1.31)

Poverty
(OR 95% CI)
0.93 (0.69-1.26)

0.65 (0.510.83)***

1.49 (1.191.87)***
1.05 (0.76-1.47)

2.42 (1.553.77)***
1.52 (0.72-3.24)

0.68 (0.47-0.98)*

1.10 (0.77-1.58)

1.58 (0.82-3.04)

1.06 (0.66-1.70)

0.76 (0.48-1.21)

0.58 (0.30-1.11)

1.75 (0.95-3.25)
1.05 (0.90-1.23)

1.30 (0.72-2.35)
1.23 (1.07-1.42)**

0.54 (0.18-1.66)
1.25 (0.96-1.63)

0.98 (0.89-1.09)

0.98 (0.89-1.09)

1.09 (0.94-1.28)

Note: ***p≤.001, **p≤.01, *p≤.05; significant results are highlighted in bold.
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Sensitivity analyses
Given availability of different propensity score technique options, it is important to
conduct a sensitivity analysis to increase confidence in the results found using one method. The
next three tables (Tables 24-26) display propensity score sensitivity analyses using different
methods to estimate programmatic effects for each outcome. In particular, results using optimal
matching with 0.2SD caliper (described above) are compared with results from propensity score
weighting using IPTW, optimal matching with calipers of 0.01 and 0.001 as well as propensity
score as a covariate adjustment in the regression analysis. One thing to bear in mind is that while
weighting and regression adjustment methods allow maintaining the original sample size,
matching methods reduce the sample. A width of the caliper represents the maximum allowable
differences between the propensity scores of the two matched groups. While a smaller caliper
increases the comparability between the two groups on matched characteristics, it reduces the
sample size, thus affecting external validity of the results.
The sensitivity analyses largely confirmed the results obtained from one matching
method. There were significant programmatic effects for screened-in and screened-out child
maltreatment and adult mental health services. However, there were no treatment effects for
children’s mental health (only weighting method produced a significant relationship between
program group and services together with group by time interaction) and adult substance abuse
services and any of the economic well-being outcomes (although regression adjustment produced
a significant relationship between group and employment outcome).
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Table 24. Propensity Score Sensitivity Analyses for Child Welfare Outcomes (PSOP=1)
Propensity Score Method

Weighting
CPS Report
Foster Care
Optimal Matching:
Caliper of 0.2SD
CPS Report
Foster Care
Optimal Matching:
Caliper of .01
CPS Report
Foster Care
Optimal Matching:
Caliper of .001
CPS Report
Foster Care
Regression Adjustment
CPS Report
Foster Care

PSOP
Group
Size

1835

958-998

809-847

420-476

1835

DR
Group
Size

Treatment Effect Estimate

Screened-In CA/N
(HR 95% CI)

Screened-Out CA/N
(OR 95% CI)

0.63 (0.49-0.81)***
0.41 (0.26-0.64)***

0.47 (0.35-0.65)***

0.61 (0.48-0.78)***
0.55 (0.35-0.84)**

0.48 (0.38-0.62)***

0.60 (0.45-0.80)***
0.54 (0.34-0.86)**

0.47 (0.34-0.64)***

0.62 (0.38-1.00)*
0.50 (0.24-0.98)*

0.46 (0.29-0.72)***

0.61 (0.50-0.75)***
0.49 (0.34-0.71)***

0.48 (0.37-0.62)***

1754

958-998

809-847

420-476

1754

Note: Sample size for Screened-in CPS Report/Foster Care was the following: weighting and regression adjustment
(PSOP=1802, DR=1672), matching 0.2SD (PSOP range of 876-918, DR range of) 875-937, matching .01 (PSOP range of 743775, DR range of 759-787), matching .001 (PSOP range of 382-433, DR range of 394-444); ***p≤.001, **p≤.01, *p≤.05;
significant results are highlighted in bold.

Table 25. Propensity Score Sensitivity Analyses for Services (PSOP=1)
Propensity Score
Method

Weighting
Optimal Matching:
Caliper of 0.2SD
Optimal Matching:
Caliper of .01
Optimal Matching:
Caliper of .001
Regression
Adjustment

Treatment Effect Estimate
Children’s Mental
Health
(HR 95% CI)
2.64 (1.15-6.06)*a
1.00 (0.63-1.60)

Adult’s Mental
Health
(HR 95% CI)
2.73 (1.21-6.13)*
2.35 (1.24-4.47)**

Adult’s Substance
Abuse
(HR 95% CI)
0.96 (0.56-1.65)
1.51 (0.95-2.39)

1.02 (0.62-1.67)

2.30 (1.14-4.65)*

1.42 (0.83-2.44)

0.93 (0.47-1.83)

2.28 (0.69-7.51)

1.29 (0.52-3.17)

0.98 (0.69-1.41)

4.33 (2.029.28)***b

1.55 (0.94-2.55)

Note: a group*time interaction=0.96 (95%CI 0.93-0.99), p<.05; b group * time interaction=0.96 (95% CI 0.93-1.00), p<.05;
***p≤.001, **p≤.01, *p≤.05; significant results are highlighted in bold.
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Table 26. Propensity Score Sensitivity Analyses for Economic Well-Being Outcomes
(PSOP=1)
Propensity Score Method

Treatment Effect Estimate
Employment
Welfare
(OR 95% CI)
(OR 95% CI)
1.16 (0.87-1.55)
0.97 (0.77-1.23)
1.22 (0.97-1.52)
1.08 (0.89-1.31)

Poverty
(OR 95% CI)
1.12 (0.75-1.67)
0.93 (0.69-1.26)

1.04 (0.82-1.32)
1.06 (0.75-1.52)
1.06 (0.91-1.23)

0.86 (0.60-1.24)
0.95 (0.51-1.79)
0.89(0.69-1.16)

Weighting
Optimal Matching: Caliper of
0.2SD
Optimal Matching: Caliper of .01 1.23 (0.96-1.56)
Optimal Matching: Caliper of .001 1.19 (0.83-1.71)
Regression Adjustment
1.20 (1.01-1.44)*

Note: ***p≤.001, **p≤.01, *p≤.05; significant results are highlighted in bold.

Hypothesis 2C: Subsequent outcomes of child maltreatment, out of home placement,
and family’s well-being will vary by family subgroup and program (PSOP vs. DR).
The purpose of the subgroup analysis was to determine if there were differential
programmatic effects for population subgroups. Key subgroups included caregiver race/ethnicity,
nativity, age, number of children, poverty, caregiver’s behavioral health, disabilities, parenting
problems, child mental health, IPV, prior CPS involvement, low social support, household
structure, and county of residence. Table 27 (reviewed in detail below) includes a summary of
significant programmatic effects across population subgroups. All models controlled for service
factors and socio-demographic and psychosocial risk characteristics. To ease interpretation of the
interaction terms, Appendix H includes graphic bivariate results for the relationship between
population subgroups and the program variable in the matched and original samples.
Child welfare outcomes
Screened-in CA/N report and foster care. There were no significant interactions between
program and race/ethnicity, caregiver’s age, number of children, poverty, maternal behavioral
health, disabilities, parenting problems, child mental health, IPV, low social support, household
structure, and county of residence predicting later screened-in CA/N report and/or foster care
involvement. However, a statistically significant programmatic effect was found for nativity and
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prior CPS history while maintaining the main effect for the program variable. These results are
described below.
While there was no significant main effect found for nativity status predicting a
subsequent CPS report (p > .05), there was a significant interaction found between nativity and
program (p < .05) while controlling for other factors in the matched sample. Bivariate analysis
revealed that while PSOP as a group experienced reduced rates of CPS involvement compared to
DR, there was a larger protective advantage for foreign-born compared to US-born population
(see Appendix H). To estimate an average treatment effect for both groups, a post hoc analysis
was conducted within each subpopulation using the matched sample with additional sociodemographic and psychosocial risk controls. There was a statistically significant main effect
found for the program group (PSOP=1) in the foreign-born (HR = 0.30, p < .01) and US-born
(HR = 0.67, p < .05) subsamples, suggesting that both populations benefitted from PSOP but
foreign-born experienced somewhat higher benefits than US-born population.
The second significant interaction effect was found for prior CPS history when predicting
subsequent foster care involvement (p < .05). In addition to the interaction effect, there were also
significant main effects for the group (p < .001) and prior foster care involvement history (p <
.001). Bivariate analyses revealed that programmatic effects for those with no prior CPS history
and those with CPS without foster care were similar and opposite from those with foster care
history (Appendix H). Due to relatively small group sizes, post hoc analysis for each group was
conducted using the weighted propensity score sample. Controlling for other covariates in the
models, there were significant treatment (PSOP) effects for those with no prior CPS history (n =
2239): HR = 0.25, p < .001 and those with prior CPS history only (n = 925): HR = 0.21, p < .001.
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There were no significant programmatic effects for those with foster care history (n=310, p >
.05).
Screened-out CA/N report. Statistically significant interactions were found between
program and disability status, employment status, county of residence, household structure, and
race in predicting later screened-out CA/N report. However, there were no significant
interaction effects for Hispanic ethnicity, nativity, parental age, number of children, maternal
behavioral health, parenting problems, child mental health, IPV, low social support, and prior
CPS history. The overall significant program effect was maintained in all these models. Post hoc
analyses for disability status, employment status, and household structure were conducted using
the matched sample while analyses for county of residence and race were conducted with the
weighted sample.
While no main effect was found for disability status (p > .05), there was a significant
interaction effect between disability status and program (PSOP=1) (p < .001). Post hoc analyses
revealed that an average treatment (PSOP) effect for families with disability (n = 671-759)
equaled to OR = 0.25, p < .001 while for those without disability was: OR = 0.60, p < .01. These
results suggest that while benefits occurred for both groups, those with disability experienced a
greater protective effect than those without disability (Appendix H).
A significant interaction term was found between employment status and program group
(p < .01) but there was no significant main effect for employment status (p > .05). Post hoc
analyses revealed that treatment (PSOP) effect for families who were underemployed or
unemployed (n = 792-857) was OR = 0.25, p < .001 while for employed equaled to OR = 0.62, p
< .01, suggesting that unemployed experienced a greater protective effect than those who were
employed at case start (Appendix H).

122

There was a significant interaction effect found based on county of residence grouped as
metro (Twin Cities), suburban (counties surrounding Twin Cities), and other (a medium size city
in southern part of the state). While there was no main effect found for the other area in
predicting screened-out report (p > .05), there was a significant main effect for the suburban area
(p < .01) as well as the interaction terms between the group and the other area (p < .001) and the
suburban area (p < .001) compared to the metro geographical area. Post hoc analyses, conducted
for each geographic area, revealed that there were programmatic beneficial effects for fewer
screened-out reports in the suburban (n = 1118) (b = -0.61, OR = 0.55, p < .05) and metro (n =
2070) (OR = 0.12, p < .001) areas but not in the other area (n=569) (p > .05).
While no main effect was found for male presence at home (p > .05), there was a
significant interaction effect between male presence and the PSOP program (p < .001).Those
households with male presence experienced greater reduced rates of screened-out reports than
those with single moms only (Appendix H). Post hoc analyses revealed that an average treatment
(PSOP) effect for households with male presence (n = 1057-1111) equaled to OR = 0.69, p < .05
but there were null effects for single female households.
Lastly, there was a significant interaction effect for the race variable (p < .01) without a
main effect (p > .05). Post hoc analyses revealed a protective treatment effect for black race (n =
1267-1277, OR = 0.22, p < .001) and white race (OR = 0.65, p < .05). No significant
programmatic effects were found for Native American (p > .05) and Asian (p > .05) families.
New Services
Subgroup analyses for mental health and substance abuse services were limited by small
cell sizes for certain population demographic groups (e.g. race/ethnicity) given relatively low
frequencies of occurrence of such services. Nevertheless, there were several significant effects
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for children’s mental and substance abuse services. There were a few noticeable differences for
some population groups between matched and original samples (Appendix H). While the
matched sample controlled for a number of baseline socio-demographic and psychosocial risk
factors, the observed differences between the matched and original samples might also be an
artifact of low occurrences of such services. Post hoc analyses were conducted using the
weighted sample.
Children’s mental health. Statistically significant interactions were found for caregiver’s
age, household structure, and county of residence. Caregivers between 30-34 years old were
more likely to obtain services (p < .05) than those younger than 25 years old. However, post hoc
analyses did not find any significant programmatic effects for any of age groups. A second
significant interaction effect was for household structure. While single female households were
less likely to obtain children’s mental health services than households with males present (p <
.05), single female households in the PSOP group were more likely to get such services (p < .05)
than those in the DR group. Post hoc analysis revealed that programmatic effects for the single
female group (n = 1931-1940) equaled to HR = 2.25, p < .05. Lastly, a significant interaction
effect was present for suburban county of residence when compared to the metro area (p < .05).
Post hoc analysis revealed that while PSOP families in metro (n = 2056) received significantly
fewer children’s mental health services compared to DR families (HR = 0.50, p < .05), suburban
(n=1117) and other (n = 568) type counties provided more services for the PSOP group: HR =
4.25, p < .05 and HR = 7.60, p < .05 respectively.
Adult substance abuse. While there was no overall programmatic effect for substance
abuse services, there was a differential effect of services based on county of residence (p < .05).
Post hoc analyses revealed that the metro area PSOP program (n = 2056) provided more
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substance abuse services than DR: HR = 4.67, p < .01. There were no programmatic effects for
suburban and other area counties.
Economic well-being
Although there were no overall programmatic effects for any of the economic well-being
outcomes, there were several significant effects for the selected population groups based on
demographic and risk factors. Post hoc analyses were conducted using the matched sample.
Employment. Statistically significant interaction effects were found between program
type, nativity and welfare status at case start. In regards to nativity, foreign-born status was
significant (p < .01) in addition to the interaction effect between the program group and nativity
(p < .01). Post hoc analyses revealed a protective treatment (PSOP) effect for foreign-born (n =
471-515, OR = 2.29, p < .05) but null effect for US-born families, suggesting that the foreignborn in PSOP were more likely to be employed at the follow-up but employment status for the
US-born in PSOP did not significantly differed from US-born in DR. The second significant
effect was for welfare involvement status. While those receiving welfare at case start were less
likely to be employed at the follow up (p < .001), there were differential effects by program (p <
.01). Post hoc analyses revealed that while beneficial treatment (PSOP) effects were present for
those receiving welfare at case start (n = 1196-1246) (OR = 1.48, p < .05), those who had never
been on welfare were less likely to be employed in PSOP (n = 454-470): OR = 0.47, p < .05.
There were no significant effects for those with welfare history (n = 255-284, p > .05).
Welfare involvement. There was one significant interaction effect between nativity and
the program group in predicting welfare involvement at the follow up. While there was no
significant main effect for nativity (p > .05), foreign-born status interacted with the PSOP group
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(p < .05). However, post hoc analysis revealed that there was no programmatic effect for
foreign-born (n = 471-515, p > .05) or US-born (p > .05) groups.
Poverty. There was one significant interaction between number of children and the group
predicting poverty status at the follow up (p < .001) in addition to main effects for the program
(OR = 0.62, p < .05) and number of children (OR = 0.37, p < .001). Post hoc analyses revealed
that single child families (n = 517-537) were at an increased risk to be poor in PSOP (OR = 2.46,
p < .05) compared to DR but poverty outcomes for families with two children or more did not
vary by program.
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Table 27. Summary of Significant Effects from the Subgroup Analysis (PSOP=1)
Population
subgroups

Race
Black/AA
White
Nativity
Foreign-born
US-born
Household
Male present
Male absent
Children
Single child
Employment
Unemployed
Employed
Disability
Disabled
No disability
Welfare
Received
Never on
Prior CPS hist.
No prior
CPS report
only
County
Large metro
Suburban
Other

Screened-in
CA/N report
only
HR, 95%CI

Children’s
mental health
services
HR, 95%CI

Screened-in
Screened-out
CA/N report & CA/N report
foster care
HR, 95%CI
OR, 95%CI

Adult substance
abuse treatment

Employment

Poverty

HR, 95%CI

OR, 95%CI

OR, 95%CI

0.22, 0.14-0.35
0.65, 0.47-0.92
0.30, 0.14-0.65
0.67, 0.50-0.91

2.29, 1.11-4.74

0.69, 0.50-0.96
2.25, 1.14-4.41
2.46, 1.115.45
0.25, 0.14-0.46
0.62, 0.43-0.91
0.25, 0.14-0.45
0.60, 0.43-0.83
1.48, 1.03-2.11
0.47, 0.23-0.94
0.25, 0.11-0.55
0.21, 0.09-0.52

0.12, 0.07-0.20
0.55,0.32-0.93

0.50, 0.26-0.96
4.25, 1.37-13.16
7.60, 1.40-41.22
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4.67, 1.51-14.46

Hypothesis 2D: Service characteristics will moderate the relationship between risk factors and
outcomes.
The purpose of this analysis was twofold. First, it sought to see if there was a dose
response relationship between services and outcomes with an assumption that greater dose would
correspond to greater benefits of the intervention (PSOP) services for families with higher level
of need. The second goal was to see if level of services received would moderate the relationship
between certain family risks and outcomes. The hypothesis was that benefits of the intervention
would depend not only on the dose of services received but also on family’s demographic
characteristics and risk factors. Bivariate analysis of different service indicators and program
outcomes is presented first followed by a moderation analysis using multivariate models. All
models used the matched sample.
Bivariate analysis
Table 28 provides the basic descriptive analysis for different service indicators and later
screened-in CA/N reports and foster care involvement. The same analysis was repeated for other
outcomes (not displayed). Service factors included level of cooperation, number of face-to-face,
other and total contacts, and case length. Both continuous and categorical forms of face-to-face
contacts and other contacts were utilized. Because continuous forms of the original contact (faceto-face, other, and total) variables were substantially skewed, their logged forms were utilized in
the analyses. In addition, within the PSOP sample, it was possible to discern the relationship
between service intensity and later outcomes.
Cooperation. Cooperative families were slightly less likely to have a subsequent foster
case involvement in the PSOP group, however, this difference was not statistically significant
(see Table 28). Similar results occurred for poverty and employment outcomes (not displayed).

128

Cooperative families in the PSOP group were less likely to be poor (88.36% vs. 95.19%, p > .05)
and were significantly more likely to be employed (48.77% vs. 31.23%, p < .05). A similar trend
occurred in the DR group for employment outcome but there was no relationship between
cooperation and CPS outcomes in DR. Small cells prevented to test this relationship for new
services outcomes.
Number of contacts. PSOP families with no subsequent CPS involvement and those with
later CPS reports without foster care had on average a similar and lower number of face-to-face
and other contacts than PSOP families with subsequent foster care involvement (see Table 28).
While there was no significant dose relationship for face-to-face contacts, a significant
incremental dose response existed for other contacts and foster care involvement in PSOP.
Contrary to expectations, higher number of other contacts in PSOP predicted more families to be
involved in foster care following the case closure. On the other hand, there were no discernable
trends for the number of contacts by CPS outcome in the DR group. The analysis also revealed
differences in the number of contacts by program. While families with no subsequent CPS
reports received similar number of face-to-face visits and other contacts in both PSOP and DR
programs, PSOP families with later CPS only reports received on average fewer face-to-face
contacts, more other contacts and a similar number of total contacts when compared to families
in the DR program. PSOP families with later foster care involvement received on average more
face-to-face, other, and total contacts than DR families.
In regards to screened-out CPS reports, there was a trend in PSOP towards an expected
dose relationship, with those who received a higher number of face-to-face contacts having fewer
reports following the case closure. Upon further examination, it was discovered that this
difference was present for those who received six to ten face-to-face contacts versus those with
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more than 11 contacts (27.98% vs. 12.32%, p < .05). A somewhat interesting relationship
occurred for other contacts. While those with more other contacts experienced fewer screenedout reports in DR (1.74 vs. 1.47, p < .01), in PSOP, those that received more other contacts
during the case were more likely to receive a subsequent screened-out report (1.87 vs. 1.70, p >
.05). Upon further examination, it was discovered that significant differences existed for those
with no contacts versus those with 16 or more contacts in DR (p < .01) and those with 16 or
more other contacts compared to those with one to five contacts (p < .001), six to ten contacts (p
< .001), and 11-15 contacts (p < .05) in PSOP.
Families who received adult mental health and substance abuse services following the
start of the program received significantly more face-to-face contacts in both programs compared
to those who did not receive such services: 1.91 vs. 1.56, p = .06 (PSOP) and 2.24 vs. 1.62, p <
.001 (DR) and 1.92 vs. 1.55, p < .01 (PSOP) and 2.22 vs. 1.61, p < .001 (DR) respectively.
Receipt of children’s mental health did not vary by number of face-to-face contacts. A very
similar trend occurred for other contacts and all new service outcomes (including children’s
mental health) in both programs although some of these relationships remained trends rather than
being statistically significant. In regards to economic well-being, significant relationships were
found between number of face-to-face contacts and poverty and welfare outcomes as well as
between other contacts and poverty and employment outcomes in PSOP. Poor and those
receiving welfare at the follow up received significantly more face-to-face contacts during the
case than those who were not poor and not on welfare at the follow up: 1.61 vs. 1.27 (p <. 001)
and 1.64 vs. 1.50 (p <.01) respectively. A similar trend emerged for welfare outcome in the DR
group. Poor in DR also received more other contacts than non-poor (1.78 vs. 1.43, p < .01) while
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those who were employed at the follow-up received less other contacts compared to those were
unemployed (1.66 vs. 1.81, p < .05).
Case length. In regards to case length, longer case was associated with significantly
fewer CPS reports without foster care in DR with a similar trend in PSOP (Table 28). However,
foster care cases in PSOP tended to increase with longer case involvement. Case length was also
significantly associated with other outcomes (not displayed). Compared to cases opened less than
four weeks, those that lasted longer than 24 weeks had significantly fewer screened-out reports
in PSOP (26.18% vs. 11.01%, p < .05) while, in DR, significantly fewer reports occurred for
cases opened 9-16 weeks (41.65% vs. 21.1%, p < .001), 17 to 23 weeks (41.65% vs. 17.10%, p <
.01), and 24 or more weeks (41.65% vs. 17.31%, p < .01). Adult mental health and substance
abuse services significantly increased in DR with length of the case while, in PSOP, the effect
for adult mental health services was the opposite. More specifically, compared to cases opened
for less than four weeks, those that lasted for 24 weeks or more resulted in more adult mental
health cases in DR (0.90% vs. 7.63%, p < .01) but not in PSOP (7.31% vs. 2.08%, p < .05).
Lastly, poverty tended to increase while employment to decrease with the length of the case in
PSOP. Compared to cases opened for less than four weeks, those opened for 17 to 23 weeks and
for 24 weeks or more had more poverty (75.49% vs. 89.29%, p < .05 and 75.49% vs. 91.93%, p
< .001 respectively) and less employment (66.36% vs. 50.79%, p < .05 and 66.36% vs. 44.45%,
p < .01 respectively [cases opened for four weeks or less also had significantly more employment
than those opened 5-8 weeks and 9-16weeks]) at the end of follow up.
Service intensity. Service intensity indicators were available only for the PSOP sample.
While there was no significant relationship detected between number of services, service
participation by type and later CPS involvement, there was a trend for higher foster care
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involvement among those who were offered more services. In addition, families with subsequent
foster care involvement utilized all but childcare and parenting services at a higher intensity
although not significantly different from those with CPS reports only and those with no further
CPS involvement. In regards to other outcomes, screened-out reports and receipt of substance
abuse services following case opening were associated with lower number of services offered
while receipt of welfare and being poor at the follow up were associated with higher number of
services offered: 4.46 (3.30) vs. 5.31 (4.61), p < .001, 4.50 (2.60) vs. 5.15 (4.44), p = .05, 5.36
(4.65) vs. 4.85 (4.01), p < .05, and 5.20 (4.41) vs. 4.33(3.73), p < .05 respectively.
In regards to level of participation by service type, screened-out reports and being
employed at the follow up were associated with lower participation in poverty-related services:
5.01 (6.33) vs. 5.96 (6.52), p < .05 and 5.37 (6.17) vs. 6.04 (6.72), p = .06. In addition, being
employed was associated with greater participation in childcare and parenting related services
(3.21 [3.47] vs. 2.42 [3.14], p <.001) while conversely welfare receipt and being poor were
associated with lesser utilization of such services: 2.56 (3.18) vs. 3.00 (3.44), p < .05 and 2.68
(3.24) vs. 3.61 (3.85), p < .01 respectively. Welfare receipt and being poor at the follow up were
also associated with lower utilization of counseling and support group services (1.45 [2.80] vs.
1.80 [3.06], p < .05 and 1.54 [2.88] vs. 2.33 [3.31], p < .01) but greater participation in poverty
and employment/insurance related services (6.13 [6.61] vs. 5.34 [6.33], p < .05 and 5.87 [6.51]
vs. 4.58 [6.13], p < .05; 5.03 [6.25] vs. 4.21 [5.27], p < .01 and 4.79 [5.89] vs. 3.19 [4.75], p <
.001). Receipt of children’s mental health services was associated with lower participation in
substance abuse treatment (0.07 [0.34] v. 0.19 [0.92], p < .05) while adult mental health services
were associated with significantly greater participation in all but poverty-related services.
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Table 28. Association between Cooperation, Services and Later CA/N Reports by Program

Sample Percentage
Cooperation
Cooperative
Uncooperative
Face-to-face contacts
Other contacts
Total contacts
Face-to-face contacts
categorical
0 contacts
1 contact
2-5 contacts
6-10 contacts
11+ contacts
Other contacts
categorical
0 contacts
1-5 contacts
6-10 contacts
11-15 contacts
16+ contacts
Case length categorical
<1 week
1-4 weeks
5-8 weeks

No CA/N
Report
(n=693)
% or
M(SD)
72.21

PSOP (n=960)
CPS only
Foster care
(n=181)
(n=86)
% or M(SD)
% or
M(SD)

sig.

18.65

9.14

***

73.03
63.09
1.57 (0.77)
1.70 (0.98)
2.36 (0.76)

18.58
19.51
1.50 (0.76)
1.76 (1.13)
2.34 (0.91)

8.39
17.41
1.76 (0.79)
2.02 (1.07)
2.64 (0.82)

ns

75.65
73.75
70.27
71.97
74.60

16.97
21.36
20.24
16.47
15.03

7.39
4.89
9.49
11.57
10.36

68.26
77.87
70.67
68.21
64.62

27.12
13.45
20.74
23.10
20.25

61.54
75.75
67.91

38.46
21.39
27.76

No CA/N
Report
(n=565)
% or
M(SD)
58.97

DR (n=960)
CPS only
Foster care
(n=279)
(n=116)
% or
% or
M(SD)
M(SD)

sig.

28.99

12.04

***

58.96
59.04
1.63 (0.72)
1.65 (1.18)
2.32(0.90)

29.04
27.31
1.65 (0.69)
1.61 (1.20)
2.31 (0.89)

12.00
13.65
1.64 (0.62)
1.66 (1.10)
2.34 (0.80)

ns

ns

67.65
65.57
58.01
59.53
60.92

14.12
26.65
29.77
27.40
29.44

18.24
7.78
12.21
13.01
9.64

ns

4.62
8.68
8.60
8.69
15.13

**

57.42
60.17
58.13
61.49
57.48

32.36
27.63
27.93
29.54
29.13

10.22
12.19
13.94
8.97
13.40

ns

0.00
2.85
4.33

ns

67.58
52.85
59.28

24.79
32.34
30.66

7.63
14.82
10.06

**
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ns
ns
ns

ns
ns
ns

9-16 weeks
17+ weeks
Service intensity (PSOP
only)
Number of services
offered
Number of services
offered categ.
0 services
1 service
2-4 services
5-9 services
10+ services
Level of participation by
service type (score range)
Poverty-related (0-30)
Employment &
insurance (0-36)
Counseling & support
groups (0-18)
Childcare & parenting
(0-15)
Substance abuse
treatment (0-10)

71.20
72.46

21.68
17.01

7.12
10.53

5.15 (4.57)

4.77 (3.50)

5.71 (4.48)

ns

72.41
72.88
70.22
68.47
69.80

24.14
18.64
22.56
24.00
18.12

3.45
8.47
7.22
7.53
12.08

ns

5.68 (6.47)
4.58 (5.88)

5.47 (6.37)
4.54 (5.30)

6.99 (6.85)
5.32 (6.44)

.11
ns

1.67 (3.05)

1.44 (2.58)

1.69 (2.83)

ns

2.87 (3.32)
0.15 (0.84)

2.68 (3.38)
0.22 (0.94)

2.17 (3.06)
0.36 (1.23)

.11
.06

Note: ***p≤.001, **p≤.01, *p≤.05.
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57.07
74.26

28.36
17.49

14.56
8.25

Moderation analysis
While bivariate analysis examined the relationship between service factors and outcomes
in each program, moderation analysis considered whether services had a differential effect on
outcomes for the following demographic and psychosocial risk groups: caregiver’s
race/ethnicity, nativity, caregiver’s age, number of children, poverty, maternal behavioral health,
disabilities, parenting problems, child mental health, IPV, prior CPS involvement, low social
support, household structure, and county of residence. Program type served as a control variable
in these analyses. All considered moderators, namely family’s cooperation, number of face-toface contacts, number of other contacts, case length, and service intensity had significant
interaction effects for later outcomes. Moderation effects for new service outcomes were not
examined due to low cell sizes for most of demographic and psychosocial risk groups. Table 29
displays a summary of significant moderation effects of service indicators in the relationship of
family factors on later outcomes.
Cooperation. Family’s cooperation moderated the risk for later CPS report without foster
care for those with prior CPS history without foster care compared to those without any prior
CPS history (b prior CPS history x cooperation = -1.24, p < .05) suggesting that the risk for later CPS
report among those with prior CPS history was lower for cooperative families. Prior CPS history
also had a main effect: b = 1.80, p < .01, HR = 6.04 (95% CI 1.86-19.64). When main effects
were tested by each cooperation level, families with prior CPS history were still at a higher risk
for later report compared to families without such history, however, the risk was much lower
among cooperative families: HR cooperative = 1.76, (CI 1.34-2.30), p < .001 and HR uncooperative =
6.04, (CI 1.18-30.92), p < .05.
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Number of face-to-face contacts. There were three significant interaction effects for
number of face-to-face contacts and race on later outcomes. First, there was a significant effect
for Asian race on later CPS report: HR = 0.48, p < .05. This finding indicated that Asians with a
higher number of face-to-face contacts from their workers had a reduced risk for later CPS
reports without foster care controlling for other factors. Second, two other significant moderation
effects were found for Black and Asian race on employment outcome: OR = 0.67, p <. 01 and
OR = 1.75, p < .05 respectively. These findings indicated that compared to Whites, Blacks who
received a higher number of face-to-face contacts had an increased risk for unemployment;
however, Asians with a higher number of face-to-face contacts were more likely to be employed
at the follow-up compared to Whites.
Number of other contacts. There were five significant interaction effects between
number of other contacts, county, welfare status at case start, and limited social support. First,
significant interaction effects were found for suburban and other geographic areas on later CPS
report without foster care: HR = 0.72, p <. 01 and HR = 1.39, p <. 05 respectively. These
findings suggested that compared to the metro area counties, suburban type counties with more
other contacts provided for families had fewer later CPS reports (even though families living in
suburban counties had increased risk for later CPS reports: [HR = 1.67, CI 1.12-2.48, p < .05])
but other type counties had more later CPS reports. Another significant interaction effect was
between other worker contacts and welfare status at the beginning of the case on later foster care
involvement: HR = 0.64, p < .05. There was also a significant main effect for welfare status: HR
= 3.80 (CI 1.52-9.49), p < .01. Altogether these findings suggested that although welfare receipt
increased the risk for later foster care, those families that received a higher number of other
contacts and received welfare were at a lower risk for foster care involvement compared to
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families who did not receive welfare at case start. Lastly, two remaining significant interaction
effects were found for suburban county type and limited social support on later screened-out CPS
reports: OR = 0.64, p < .01 and OR = 1.36, p < .05. In addition, there were main effects for
suburban county (OR = 4.03, CI 2.61-6.22, p < .001) and other contacts in the model for social
support (OR = 0.80, CI 0.69-0.93, p < .01). These findings suggested that compared to the metro
type county, suburban counties had an increased risk for later screened-out reports but this risk
was reduced for families with a high number of other contacts. On the other hand, those with
higher number of other contacts had a reduced risk for screened-out reports but the risk was
increased for those with limited social support.
Case length. There were nine significant interaction effects between length of the case
and race, nativity, prior CPS history, county type, employment need at case start, and household
structure. The case length had a varying effect on later outcomes depending on demographic and
risk factors. While case length effect for Asian race and foreign-born families on later CPS report
without foster care, need for employment on later screened-out reports and Asian race on
employment status at the follow up was protective (i.e. the longer the case the more positive
outcome attained), its effect for prior CPS history on later foster care involvement, county type
and household status on later screened-out reports and Asian race on welfare involvement at the
follow-up was in the opposite direction (if looking at welfare involvement as an undesirable
outcome), i.e. not protective. More specifically, compared to Whites, Asians with longer cases
were at a lower risk for a subsequent CPS report (HR = 0.12, p < .05), had higher employment
(OR = 2.05, p < .05) and welfare involvement (OR = 2.02, p < .05) at the follow up. Compared
to US-born, foreign-born families with longer cases were at a lower risk for later CPS report: HR
= 0.45, p < .05. Compared to those without prior CPS history, those with prior CPS with foster
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care involvement had an increased risk for subsequent foster care involvement: HR = 5.86, p <
.01. Compared to the metro type counties, families from suburban and other counties had an
increased risk for subsequent screened-out reports: OR = 2.80, p < .01 and OR = 7.52, p < .001
respectively. Compared to those whose employment needs were met at case start, those who
were unemployed or underemployed had a reduced risk for later screened-out reports if their
cases were longer: OR = 0.39, p < .01. Lastly, compared to those cases where male was involved,
longer cases with single female only had an increased risk for subsequent screened-out reports:
OR = 3.34, p < .01.
Service intensity. Number of services offered and intensity of participation in services by
service type were available for the PSOP subsample with completed EFA worker survey. Models
testing moderation effects of these service intensity indicators controlled for a wide range of
socio-demographic characteristics, psychosocial risks and service factors. A continuous form of
number of services offered while categorical forms of service participation intensity by type
(1=moderate or high participation, 0=low or no participation) were entered as interaction terms
together with a number of socio-demographic and risk variables. Of particular interest was the
relationship between needs and outcomes when services addressing those needs were provided
(e.g. poverty services addressing basic needs). Service participation intensity was available for
four types of services: poverty-related, employment/insurance related, counseling/support
groups, childcare/parenting related, and substance abuse services.
There were significant moderation effects between number of services offered and race,
Hispanic ethnicity, household structure, number of children, children’s mental health problems,
prior CPS history, disability status, and county geographic area of residence. Higher number of
services offered was associated with a lower risk for subsequent CPS involvement with and
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without foster care for Hispanics controlling for other factors: HR = 0.71, p < .05 and HR = 0.85,
p < .05 respectively. At the same time, later foster care involvement was higher for Hispanics
(HR = 5.00, CI 1.25-19.92, p < .05) and those who were offered a higher number of services (HR
= 1.07, CI 1.01-1.14, p < .05). Higher number of services was also associated with a lower risk
for later CPS reports for disabled (HR = 0.92, p < .05) and single female households (HR = 0.92,
p < .05) even though single female led households were at an increased risk for a subsequent
CPS report (HR = 1.76, CI 1.13-2.75, p < .05).
Higher number of services was associated with a lower risk for later screened-out reports
for non-White families (due to a smaller sample size for this subsample some variables were
regrouped to avoid small cell size issues) (OR= 0.89, p < .05) and problematic children’s mental
health (OR= 0.86, p < .05) even though both non-White race and children’s mental health
problems increased risk to receive screened out reports (OR = 1.87, CI 1.02-3.40, p < .05 and OR
= 3.22, CI 1.67-6.18 p < .001 respectively). On the other hand, those with prior CPS histories
that received more services were at an increased risk for subsequent foster care involvement (HR
= 1.64, p < .01) while suburban area counties (OR = 1.25, p < .001) and Hispanics (OR = 1.15, p
< .05) with more services had more screened-out CPS reports. There were two significant effects
for economic well-being outcomes. Single child families with a higher number of services were
significantly less likely to be poor (OR = 0.88, p < .05) while single female households with a
higher number of service were more likely to receive welfare at the follow up (OR = 1.07, p <
.05).
In regards to the level of participation in services, there were several significant
interaction effects for each cluster of service type. Moderate or high level of participation in
poverty-related services were beneficial for those receiving welfare at case start in reducing later
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CPS reports (HR = 0.47, p < .01) while non-White families with high participation levels in
poverty-related services were at a lower risk for later screened-out reports (OR = 0.51, p < .01).
However, single female headed cases with higher participation in poverty-related services were
at risk to be poor at the follow-up: OR = 2.84, p < .05. Moderate or high participation in
employment and insurance related services was beneficial for single child families in
maintaining or obtaining employment at the follow-up (OR = 2.72, p < .001) as well as in
reducing poverty for those that had a need for employment at case start (OR = 0.35, p < .05).
However, moderate or high participation in employment/insurance related services increased the
risk to be involved in foster care and be unemployed for those with prior CPS histories (HR =
4.07, p < .05 and OR = 0.43, p < .01 respectively). Even though foreign-born families were at a
lower risk for subsequent CPS involvement, those with higher participation in counseling and
support services had more subsequent CPS reports: HR = 3.21, p < .05. Additionally, higher
participation in counseling and support services increased welfare involvement for Hispanics
(OR = 2.32, p < .05) and poverty for single female cases (OR = 2.73, p < .05) even though
services themselves were associated with lower rate of poverty (OR = 0.34, CI 0.19-0.60, p <
.001). Lastly, moderate or high participation in childcare and parenting related services increased
risk for subsequent CPS with and without foster care involvement for those with prior CPS
history (HR = 5.73, p < .05 and HR = 2.05, p < .05 respectively) (even though childcare services
had a protective effect for CPS reports HR = 0.64, CI 0.42-0.98, p < .05) as well as increased
later screened-out rates for families that had need for employment at case start (OR = 2.23, p <
.05). There were no significant interactions by participation level in substance abuse services.
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Table 29. Moderation Analysis of Service Characteristics and Risks on Later Outcomes a
Service factors

Screened-in
Screened-in
CA/N report only CA/N report &
foster care
HR, 95%CI
HR, 95%CI
Number of face- Asian:
to-face contacts 0.48, 0.27-0.85

Screened-out CA/N
report

Employment

OR, 95%CI

OR, 95%CI
Asian:
1.75, 1.05-2.93
Black:
0.67, 0.50-0.90

Number of other Suburban:
contacts
0.72, 0.56-0.92
Other county:
1.39, 1.02-1.88
Case length
Asian:
0.12, 0.02-0.96
Foreign-born:
0.45, 0.21-0.95

Welfare at
start: 0.64,
0.45-0.92

Number of
services

Hispanics:
0.85, 0.72-0.99
Single female:
0.92, 0.85-1.00
Disabled:
0.92, 0.85-1.00

Hispanics:
0.71, 0.52-0.97
Prior CPS:
1.64, 1.04-1.30

Moderate/high
participation in

Welfare at
start:

Suburban:
0.64, 0.50-0.82
Low social support:
1.36, 1.06-1.74
Unemployed:
0.39, 0.20-0.78
Single female:
3.34, 1.40-7.93
Suburban:
2.80, 1.34-5.83
Other county:
7.52, 2.87-19.72
Non-White:
0.89, 0.08-1.00
Hispanics:
1.15, 1.01-1.30
Child mental
health:
0.86, 0.75-0.99
Suburban:
1.25, 1.10-1.42
Non-White:
0.51, 0.32-0.83

Prior CPS:
5.86, 1.85-18.63
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Asian:
2.05, 1.05-4.00

Welfare

Poverty

OR, 95%CI

Asian:
2.02, 1.07-3.82

Single female:
1.07, 1.00-1.13

Single child
families:
0.88, 0.79-0.99

Single female:
2.84, 1.22-6.63

poverty services

0.47, 0.26-0.82

Moderate/high
participation in
employment/ins
urance

Prior CPS:
4.07, 1.23-13.43

Moderate/high
participation in
counseling

Foreign-born:
3.21, 1.19-8.68

Moderate/high
participation in
childcare/parent
ing

Prior CPS:
2.05, 1.17-3.60

Prior CPS:
0.43, 0.24-0.80
Single child
families:
2.72, 1.53-4.84

Unemployed:
0.35, 0.12-0.99

Hispanic:
2.32, 1.08-4.99

Prior CPS:
5.73, 1.08-30.44

Unemployed:
2.23, 1.09-4.58

Note: aOnly significant relationships are displayed in the table. Protective relationships are highlighted in bold.
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Single female:
2.73, 1.12-6.66

Aim 1 Results Summary
The first aim of this study was to compare families’ baseline risk, engagement in
services, and outcomes between PSOP and DR programs. There were significant differences
found between the two groups in baseline socio-demographic characteristics and psychosocial
risk factors while controlling for other factors. Compared to the DR families, PSOP families
were younger, had fewer adult males and more children at home, received more welfare at case
start, and were more likely to come from suburban or other geographic areas. Additionally,
PSOP families were more likely to be foreign, have caregivers with mental health problems,
child or adult disability, chronically unmet basic needs, poor life skills, and receive publicly
funded social support services. DR families, on the other hand, were more likely to have
substance abuse problems, deficient parenting skills, prior CPS history, and were more likely to
come from the Twin cities area. There were no differences between the two groups on
employment status at case start, annual wages, prior screened-out reports, social support, IPV,
child mental health, community resource utilization, and neighborhood socio-demographic
characteristics.
Family’s level of cooperation was slightly higher for the DR than PSOP families
involved in the assessment stage but there were no differences between the groups for those
families that chose to participate in the case management services. While there were wide county
variations, the majority of families in both programs received two to five face-to-face contacts.
At the same time, higher number of face-to-face contacts occurred for PSOP families in the
assessment stage while DR families saw their worker more in the case management stage. Asian
race, Hispanic ethnicity, being unemployed, welfare receipt at case start, problematic adult
mental health, parenting issues, low social support, no prior CPS history, new CPS report and
receipt of other social services during the case predicted higher face-to-face contacts with the
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worker. The majority of families in both programs received similar number of other contacts;
however, those in the DR case management stage received significantly more. Caregiver’s
mental health issues, problematic parenting skills, low social support, poor interpersonal and life
skills as well as new CPS report and receipt of other social services during the case predicted
receipt of higher number of other contacts. Case length was longer for PSOP than DR.
Within PSOP, 96% of families were offered at least one service but the majority were
offered two to four services. While different types of services were offered, financially related
services were offered the most frequently. Family’s level of participation in services varied by
service type and family need, with those having moderate to high needs and offered financiallybased services utilizing services significantly more than those with no or low needs or those who
were offered parenting, support, homemaker services or substance abuse treatment. Alarmingly,
there were more families with moderate or high needs in parenting, substance use, family
relationships, employment or mental health areas who did not participate or participated at a low
rate in services addressing those needs. About one in five PSOP families did not receive needed
services.
PSOP families experienced significantly fewer subsequent screened-in CPS reports with
and without foster care, fewer screened-out reports and received more adult mental health
services than DR families. There were no significant differences between the two programs on
the receipt of children’s mental health and adult substance abuse services as well as economic
well-being outcomes. Similar results were obtained using different propensity score methods. At
the same time, programmatic effects were not even across different population subgroups.
Although both US-born and foreign-born groups benefited from PSOP, a greater
protective effect occurred for the foreign-born population in regards to a lower risk for a
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subsequent screened-in CPS report. Those PSOP families with no prior CPS history and those
with prior CPS involvement without foster care received fewer out of home placements
following the case closure compared to families in the DR group; however, there were no
differences between the two programs for families with prior foster care history. PSOP African
American and White families received fewer subsequent screened-out reports compared to
African American and White families in DR, however, a greater advantage occurred for African
Americans. Disabled and unemployed benefitted from PSOP somewhat more than those who
were not disabled or were employed at case start in terms of receiving fewer subsequent
screened-out reports. Additionally, male involved households and those residing in large metro
and suburban counties received fewer new screened-out reports compared to single female
households and families from the other county area. On the other hand, single female households
and those residing in suburban and other counties were more likely to receive children’s mental
health services than male involved households and families from large metro counties while the
receipt of substance abuse services was greater among families from metro counties. Foreignborn families and those receiving welfare at case start were more likely to gain or maintain
employment compared to the US-born and those who did not have welfare histories. Single child
families were more likely to be in poverty at the follow-up compared to families with two or
more children.
Lastly, there were a number of significant moderation effects by service characteristics
on risk factors and later outcomes. Asians that received a higher number of face-to-face contacts
were at a significantly lower risk for a subsequent screened-in CPS report and become
unemployed at the follow-up. Families from suburban counties with a higher number of other
contacts during the case were at a lower risk to receive screened-in and screened-out new CPS
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reports while families receiving welfare at case start had lower risk for subsequent foster care.
Families of Asian race and those foreign-born families whose cases were opened for longer were
less likely to receive a new CPS report. Additionally, Asians were also more likely to be
employed while those who were unemployed at case start and had long cases were less likely to
get a new screened-out report. Higher number of offered services in the PSOP subsample was
associated with a lower risk to receive the following: a new CPS report among Hispanics, single
females, and disabled; foster care for Hispanics; a new screened-out report for minorities and
families with child mental health problems; and poverty among single child families. Moderate
or high participation of poverty-related services was associated with a lower risk for later CPS
involvement for those receiving welfare at case start and with a lower rate of screened-outs for
non-White families. Moderate or high participation in employment or insurance related services
was associated with higher employment rate for single child families and lower poverty rate for
the unemployed. At the same time, there were a lot of other significant moderation effects where
risk to receive certain outcomes was increased for certain population subgroups, especially for
those with prior CPS history and single female households.
Results of Research Question 3
How do baseline risk and engagement in prior services vary by nativity within the PSOP and
DR programs?
Hypothesis 3A: Foreign-born families within each preventative programs will have different
(presumably higher) levels of baseline risk as measured by socio-demographic characteristics
and different (presumably lower) levels of psychosocial risk factors and prior public service
involvement than native-born families.

146

The next two research questions, three and four, were concerned about differences
between US-born and foreign-born populations. Due to substantial differences between PSOP
and DR programs and nativity being a moderator in the relationship between program and
outcomes, nativity analyses were conducted within each program. Imputed data were used while
propensity score methods were no longer appropriate. First, analyses are presented for foreignborn and US-born populations using nativity as a dependent variable. Recognizing substantial
intra-variation within both populations, analyses are then disaggregated by race and ethnicity.
Bivariate results
There were significant differences between US-born and foreign-born populations on the
majority of socio-demographic characteristics and psychosocial risk factors in both programs
(see Table 30). In regards to racial and ethnic differences using US Census definitions,
significantly more foreign-born than US-born families were of Asian and Hispanic descent in
both programs (PSOP: 45.92% vs. 1.77% and 27.13% vs. 8.56%, p < .001; DR: 25.10% vs.
3.74% and 44.36% vs. 8.72%, p < .001) and there were significantly fewer foreign-born
individuals of White race in PSOP (28.73% vs. 55.70%, p < .001). Not surprisingly, significantly
more foreign-born families spoke English with low proficiency in both programs: 65% in PSOP
and 71% in DR. In regards to caregiver’s age, only PSOP foreign-born population differed from
US-born who tended to be younger: M = 33.14 (SD = 9.61) vs. M = 30.41 (SD = 7.90), p < .001.
Compared to US-born, significantly fewer foreign-born families were likely to be single (71.92%
vs. 80.50%, p < .001 in PSOP and 56.14% vs. 73.49%, p < .001 in DR). However, foreign-born
families had more adults (M = 1.61 [SD = 0.54] vs. M = 1.29 [SD = 0.49], p < .001 in PSOP and
M = 1.93 [SD = 0.58] vs. M = 1.84 [SD = 0.65], p < .05 in DR) and children (M = 3.35 [SD =
1.69] vs. M = 2.35 [SD = 1.32], p < .001 in PSOP and M = 2.88 [SD = 1.55] vs. M = 2.46 [SD =
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1.43], p < .001 in DR) at home than US-born families. In regards to employment, more foreignborn than US-born families had no employment history (43.66% vs. 23.74%, p < .001 in PSOP
and 39.26% vs. 23.56%, p < .001 in DR) while the length of employment (in quarters) was
shorter among the employed foreign-born group in PSOP only: M = 7.37 (SD = 4.00) vs. M =
8.63 (SD = 3.74), p < .001. Among those who were employed at case start, foreign-born families
worked significantly more hours per week compared to US-born families (31.54 vs. 25.62, p <
.001 in PSOP and 48.77 vs. 37.92, p < .001 in DR); however, their annual wages did not
significantly vary from the US-born. Significant nativity differences emerged in welfare receipt
history. While the PSOP foreign-born group was significantly more likely to receive welfare at
case start compared to US-born families (77.46% vs. 69.11%, p < .001), opposite results
emerged in the DR program, where significantly more US-born families received welfare at the
beginning of the target case (57.07% vs. 45.75%, p < .001).
There were somewhat fewer nativity differences in prevalence of risk factors. While
foreign-born families in both programs were significantly less likely to have problematic adult
and child mental health (36.14% vs. 44.62%, p < .01 and 10.14% vs. 14.23%, p < .05 in PSOP
and 19.88% vs. 38.14%, p < .001 and 7.42% vs. 16.93%, p < .001 in DR respectively), substance
abuse problems (4.93% vs. 19.14%, p < .001 in PSOP and 11.13% vs. 28.49%, p < .001 in DR),
and prior CPS history (16.90% vs. 36.11%, p < .001 in PSOP and 36.01% vs. 47.64%, p < .001
in DR), they had more hostile interpersonal skills (20.90% vs. 13.12%, p < .05 in PSOP and
14.64% vs. 10.96%, p < .10 in DR) and community resource utilization problems (26.99% vs.
15.44%, p < .01 in PSOP and 28.92% vs. 21.79%, p < .001 in DR). No significant nativity
differences were present for parenting skills, IPV and limited social support. In regards to
disability, while there were no nativity differences in PSOP, DR foreign-born families were
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significantly less likely to have disability (26.46% vs. 34.29%, p < .01) compared to US-born
families. In addition, the foreign-born in DR were less likely to have unmet basic needs (6.31%
vs. 12.31%, p < .01) and limited life skills (7.11%, vs. 11.30%, p < .05) while no significant
nativity differences were present for these factors in PSOP. Foreign-born families had a
significantly lower prior publicly funded non-welfare social services involvement than US-born
families in both programs: 20.28% vs. 30.89%, p < .001 in PSOP and 15.61% vs. 23.73%, p <
.001 in DR. In regards to county type and neighborhood of residence characteristics, the majority
of foreign-born lived in two Twin cities’ counties. Compared to the US-born, foreign-born
population in both programs tended to live in poorer neighborhoods that also had a higher
concentration of the foreign-born populations.
Table 30. Sample Descriptives by Nativity in PSOP and DR a
PSOP (N=1,964)
ForeignUS-born
born
(n=1609)
(n=355)
% or M
% or M
(SD)
(SD)
Race
Caucasian
African American
American Indian
Asian
Hispanic ethnicity
Low English proficiency
Caregiver's age
Marital status
Single, never married
Married
Divorced/separated/widowe
d
Number of adultscategorical

55.70
38.29
4.24
1.77
8.56
0.50

pvalu
e
***

DR (N=1,793)
US-born
Foreign(n=1146)
born
% or M
(n=647)
(SD)
% or M
(SD)

***

30.41 (7.90)

28.73
21.18
4.17
45.92
27.13
64.93
33.14
(9.61)

80.50
9.79

71.92
21.41

73.49
13.52

56.14
33.42

9.71

6.68

12.99

10.45

***
***
***
***

***
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pvalu
e

53.57
37.48
5.20
3.74
8.72
2.54
33.85
(8.81)

51.41
23.25
0.25
25.10
44.36
70.85
33.91
(9.04)

***
***
0.65
***

***

One
Two
Three or more

72.77
25.36
1.87

Number of adults-mean
Female absent
Male absent
Two parents involved

1.29 (0.49)
2.79
71.88
12.53

Number of children-mean
Number of children by age
group

2.35 (1.32)

0.12 (0.55)

1.42
(1.00)
1.45
(1.35)
0.56
(0.87)
0.04
(0.28)

52.77
23.49
23.74

45.92
10.42
43.66

Under 6

1.20 (0.83)

6 to 12

0.80 (0.95)

13 to 17

0.24 (0.57)

Adult children
Employment, wages &
welfare
Employment
Employed at case start
Employment history only
No employment history
Number of adults
employed
None
One
Two or more
Number of hours employed
per week for all-mean
Number of hours
employed per week for
employed-mean
Number of quarters
employed before case start
for all-mean
Number of quarters
employed before case start
for employed-mean
Annual wages for all-mean
Annual wages for

41.3
56.14
2.56
1.61
(0.54)
0.85
42.37
45.61
3.35
(1.69)

***
*
***
***
***

***
***
***
***

30.45
54.71
14.83
1.84
(0.65)
3.66
31.59
30.19
2.46
(1.43)

20.71
65.84
13.45
1.93
(0.58)
1.70
21.64
40.96
2.88
(1.55)

0.85
(0.87)
0.93
(0.98)
0.49
(0.80)
0.21
(0.61)

1.07
(0.95)
1.13
(1.12)
0.64
(0.95)
0.09
(0.39)

58.38
18.06
23.56

49.92
10.82
39.26

13.54

14.46

25.62

***
***
***
***

***

0.06
54.08
38.03
7.89

***

***

***

47.23
45.56
7.21

*
*
***
***

41.62
40.84
17.53

50.08
31.07
18.86

0.43

22.12

24.35

0.17

31.54

***

37.92

48.77

***

5.70 (4.71)

3.86
(4.53)

***

5.24
(4.26)

4.14
(4.25)

***

8.63 (3.74)

7.37
(4.00)

***

7.67
(3.34)

7.48
(3.11)

0.4

10,747
(17941)
18,703

8,366
(13637)
17,164

18,321
(27310)
29,990

17,077
(26500)
33,314
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**
0.28

0.35
0.1

employed-mean
Annual wages for all:
categorical
$0
$1-9,999
$10,000-19,999
$20,000-29,999
$30,000 and more
Welfare utilization
Welfare at start
Welfare in the past but not
at start
No welfare history
Risk factors
Disability in a family, any
Problematic adult mental
health
Problematic child mental
health
Adult substance use, any
Difficulties in parenting
skills
Unmet basic needs
Domestic discord or
violence
Limited support network
Hostile interpersonal skills
Limited life skills
Community resource
utilization problems
Prior CPS history
No CPS history
CA/N report
CA/N report and foster
care
Prior screened-in CA/N
report-mean
Prior screened-out CA/N
report
Prior publicly funded nonwelfare social services
Prior receipt, any
Child welfare non-CPS
Child mental health

(21285)

(15798)

(30493)

(29469)

***
34.06
33.00
13.18
9.63
10.13

49.01
20.85
14.93
8.45
6.76

***
28.53
26.18
13.09
10.56
21.64

44.20
13.29
12.83
8.35
21.33
***

***
69.11

77.46

57.07

45.75

11.44

11.27

15.71

17.47

19.45

11.27

27.23

36.79

39.35

45.46

0.07

34.29

26.46

**

44.62

36.14

**

38.14

19.88

***

14.23

10.14

*

16.93

7.42

***

19.14

4.93

***

28.49

11.13

***

14.64
16.56

13.55
17.92

.69
.79

27.14
12.31

26.91
6.31

.94
**

24.98
33.07
13.12
15.71

19.61
36.45
20.90
14.82

.13
.41
*
.75

27.44
27.46
10.96
11.30

29.98
26.06
14.64
7.11

.37
.64
.09
*

15.44

26.99

**
***

21.79

28.92

**
***

63.89
25.67

83.10
13.52

52.36
34.29

63.99
26.89

10.44

3.38

13.35

9.12

0.81 (1.68)

0.28
(0.97)

***

1.27
(2.16)

0.67
(1.38)

***

21.13

9.86

***

27.49

17.16

***

30.89
25.17
4.72

20.28
16.34
3.10

***
***
0.18

23.73
20.68
5.76

15.61
13.14
1.85

***
***
***
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Adult mental health
Adult substance
treatment
Adult support services
Developmental disability
services
Other services
County type
Large metro
Suburban
Other
Zip code level neighborhood
characteristics
% of high school
graduates

5.34

1.97

**

2.27

1.08

0.07

5.59

1.13

***

3.14

1.24

*

6.77

3.66

*

1.83

1.24

0.34

4.04

2.54

0.18

1.22

1.24

0.98

3.60

1.97

0.12
***

3.93

1.85

*
**

37.60
40.40
22.00

61.97
21.97
16.06

67.45
24.00
8.55

72.95
17.77
9.27

% of foreign-born
% of persons speaking
non English

12.22 (7.19)
17.70
(11.14)
59895
(16915)

88.79
(6.98)
12.76
(6.58)
18.05
(9.61)
57538
(19000)
15.41
(11.42)
21.59
(15.96)

87.33
(7.29)
15.89
(7.31)
22.05
(9.99)
53867
(18085)
17.61
(11.88)
24.85
(15.97)

median household income
% persons in poverty
%children in poverty

89.83 (6.58)

13.27 (9.47)
18.11
(14.32)

86.03
(7.99)
16.79
(7.74)
25.08
(12.57)
52389
(16011)
18.59
(10.76)
26.38
(16.26)

***
***
***
***
***
***

***
***
***
***
***
***

Note: a Imputed values used for variables that were imputed; ***p≤.001, **p≤.01, *p≤.05; significant results are highlighted in
bold

Multivariate results
Two conditional multivariate logistic models (one for each program) were run to assess
covariate differences between the two populations (Table 31). While controlling for other
variables in the model, foreign-born families in PSOP were more likely to be non-White (OR =
4.79, p ≤ .001), Hispanic (OR = 10.42, p ≤ .001), older (OR = 1.03, p ≤ .01), have two or more
adults at home (OR = 4.02, p ≤ .001), more children (OR = 1.45, p ≤ .001), receive welfare at
case start (OR = 5.08, p ≤ .001) and have welfare history (OR = 4.79, p ≤ .001), except for
Hispanics who were more likely not to have any welfare history (OR = 3.79, p ≤ .05). The
foreign-born population also lived in neighborhoods with higher child poverty (OR = 1.02, p ≤
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.05) than that of US-born families. Additionally, foreign-born families were less likely to be
single (OR = 0.39, p ≤ .001), be employed at case start (OR = 0.42, p ≤ .01) or have employment
history (OR = 0.23, p ≤ .001), have children with emotional problems (OR = 0.52, p ≤ .001),
adult substance use (OR = 0.24, p ≤ .01), and prior screened-in CPS history (OR = 0.41, p ≤
.001). There were no significant differences between the two populations in PSOP on annual
wages, disability, adult mental health, parenting, basic needs, IPV, social support, interpersonal
skills, life skills, community resource utilization problems, prior screened-out history, prior
utilization of social services, and county type of residence.
Fairly similar nativity differences were seen in the DR program. While controlling for
other variables in the model, the foreign-born were more likely to be non-White (OR = 5.10, p ≤
.001), Hispanic (OR = 18.10, p ≤ .001), have two or more adults (OR = 1.39, p ≤ .05) and more
children (OR = 1.35, p ≤ .001) at home, experience IPV (OR = 1.78, p ≤ .05), have limited
interpersonal skills (OR = 2.56, p ≤ .01), higher community resource utilization problems (OR =
1.61, p ≤ .05), live in other county area (OR = 2.37, p ≤ .05), and neighborhoods with lower child
poverty (OR = 0.98, p ≤ .01) but higher concentration of the foreign-born population (OR = 1.08,
p ≤ .001) when compared to US-born families in DR. Additionally, foreign-born families were
less likely to be single (OR = 0.25, p ≤ .001), divorced, separated or widowed (OR = 0.45, p ≤
.05), employed at case start (OR = 0.46, p ≤ .01) or have employed history (OR = 0.57, p ≤ .05),
have children with emotional problems (OR = 0.52, p ≤ .01), adult substance use (OR = 0.32, p ≤
.001), and screened-out reports (OR = 0.67, p ≤ .05). There were no significant differences
between US-born and foreign-born populations in DR on caregiver’s age, annual wages, welfare
utilization, disability in a family, adult mental health, parenting skills, basic needs, social
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support, life skills, prior CPS screened-in history, prior utilization of social services, and being
from the suburban county area.
Table 31. Multivariate Logistic Regression Results Predicting Nativity Differences in PSOP
and DR (Foreign-born=1)

Variable

Race
Non-White (White)
Hispanic ethnicity
Caregiver’s age
Marital status
Single (married)
Divorced/separated/widowed
(married)
Number of adults: two or more
(one adult)
Number of children under 18
Employment
Employed at case start (no
empl. history)
Employment history only (no
empl. history)
Annual wages
Welfare utilization
Welfare at start (no welfare
history)
Welfare in the past (no welfare
history)
Disability in a family
Adult mental health
Child emotional disturbance
Adult substance use
Difficulties in parenting skills
Unmet basic needs
Domestic discord or violence
Limited support network
Limited interpersonal skills
Deficient life skills
Community resource utilization
problems
Prior screened-in CPS history

PSOP (N=1,964)
Adj.
95% CI
OR

pvalu
e

DR (N=1,793)
Adj.
95% CI
OR

pvalu
e

4.79
10.42
1.03

3.18-7.21 ***
6.25-17.38 ***
1.01-1.05 **

5.10
18.10
1.01

2.79-9.31
9.73-33.68
0.99-1.03

***
***
.21

0.39
0.45

0.22-0.67
0.19-1.07

***
.07

0.25
0.45

0.16-0.39
0.23-0.90

***
*

4.02

2.58-6.26

***

1.39

1.00-1.94

*

1.45

1.24-1.70

***

1.35

1.22-1.49

***

0.42
0.23

0.23-0.79
0.13-0.41

**
***

0.46
0.57

0.28-0.74
0.37-0.90

**
*

0.68

0.38-1.19

.18

1.16

0.90-1.50

.26

5.08
4.79

2.86-9.02 ***
2.17-10.56 ***

0.87
1.10

0.57-1.31
0.69-1.77

.50
.68

0.79
0.69
0.52
0.24
0.80
0.93
1.03
1.23
1.86
0.99
1.78

0.45-1.39
0.41-1.16
0.37-0.73
0.10-0.59
0.39-1.63
0.48-1.81
0.63-1.68
0.77-1.96
0.85-4.07
0.41-2.39
0.91-3.50

.40
.17
***
**
.53
.82
.92
.39
.11
.97
.09

0.83
0.75
0.52
0.32
0.93
0.55
1.78
0.90
2.56
0.66
1.61

0.62-1.12
0.48-1.16
0.33-0.82
0.18-0.59
0.59-1.47
0.24-1.25
1.10-2.89
0.56-1.46
1.36-4.80
0.27-1.61
1.06-2.44

.22
.19
**
***
.76
.15
*
.67
**
.35
*

0.41

0.25-0.69

***

0.79

0.57-1.09

.15
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Prior screened-out CA/N report
Prior publicly funded social
services
County type
Suburban (large metro)
Other (large metro)
Neighborhood characteristics
% children in poverty
% foreign-born a
Interaction terms
Hispanic ethnicity * no
welfare history
Hispanic ethnicity * no
employment history

0.79
0.73

0.39-1.59
0.49-1.08

.51
.11

0.67
0.77

0.46-0.99
0.56-1.08

*
.13

0.67
1.10

0.37-1.20
0.54-2.21

.18
.80

0.99
2.37

0.62-1.59
1.17-4.78

.97
*

1.02

1.00-1.03

*

0.98
1.08

0.97-0.99
1.05-1.11

**
***

3.79

1.22-11.80 *
1.96

1.07-3.58

*

Note: Significant results are highlighted in bold; PSOP: c-value ranged from 0.89 to 0.90 and max R2 ranged from 0.49 to 0.53
across 10 imputed data sets; DR: c-value ranged from 0.87 to 0.88 and max R2 ranged from 0.49 to 0.52 across 10 imputed data
sets; Reference groups for categorical variables are indicated in parentheses; a % of foreign-born was multicollinear with % of
children in poverty in PSOP, however, in DR, when added the model improved and changed the coefficient of % of children in
poverty; ***p<.001, **p<.01, *p<.05; Adj. OR, adjusted odds ratio; CI, confidence interval.

Differences by race and ethnicity
While a general nativity indicator is useful to understand overall trends in US-born and
foreign-born groups, more detailed information is needed to decipher intra-group variability.
Tables 32 and 33 present sample descriptives by nativity and racial/ethnic groups in each
program. Overall, there was quite a wide variation across the groups in prevalence of sociodemographic characteristics and risk factors. In PSOP, Native Americans and Hmong
populations stood out as being the most vulnerable. In DR, the results were more mixed. The
following paragraphs describe sample specifics by race and ethnicity in a greater detail.
In PSOP, Hmong had the lowest while the other foreign-born group had the highest
English proficiency. Eighty seven percent of Hmong families used interpreter services while
only 40% of the other foreign-born group did. Hmong caregivers were the oldest among all the
groups with an average age of 35 (SD =11.35) years old. They had the biggest household size
with an average of 1.71 (SD = 0.47) adults and 4.20 (SD = 1.59) children. Foreign-born Hispanic
were the least likely to be employed, with only 31% employed at case start compared to 47% of
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Hmong and 58% of the other foreign-born group. Annual wages were the lowest for Hispanic
and Hmong populations while the other group’s were close to US-born Whites’. The
overwhelming majority of Hmong (95%) received welfare at case start while foreign-born
Hispanics were the least likely to receive welfare benefits (55%). In regards to risk factors,
Hmong and US-born Blacks had the highest rates of disability in a family, 54% and 52%
respectively, while problematic adult mental health was a concern for 58% of Hmong and 53%
of Native Americans. While foreign-born Hispanics had higher rates of substance use (9%) than
Hmong and the other foreign-born group (both 3%), it was considerably lower than that of USborn groups, which ranged from 15% to 32%. Unmet basic needs were the highest for Native
Americans (31%) followed by foreign-born Hispanics (23%), African Americans (21%) and
Hmong (19%). IPV rates were the highest for Native Americans (48%) followed by the other and
Hispanic immigrant groups (23% and 20% respectively) who also had the least amount of social
support, 42% and 41% respectively. Community resource utilization problems were the highest
among Hmong (38%) followed by Native Americans (25%), foreign-born Hispanics (22%) and
the other foreign-born group (20%). While all foreign-born groups had considerably less prior
CPS reports compared to US-born populations, Hmong had the least: 7% had prior screened-in
while 2% had screened-out reports. Hmong and the other group utilized publicly funded social
services the least (17% and 19% respectively). Hmong population lived exclusively in the Twin
Cities area, in neighborhoods with extremely high rates of poverty (38%).
In DR, 89% of foreign-born Hispanics had low English proficiency, which was the
highest among all foreign-born groups. Somali caregivers were the oldest among all the groups.
Hmong and the other foreign-born groups had more adults present at home than all other groups
and Hmong and Somalis had the biggest number of children, M = 3.81 (SD = 1.76) and M = 3.26
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(SD = 1.78) respectively. All foreign-born groups, except for Somalis, had male present in 81%86% of the households. Foreign-born Hispanic, Native American and Somali families were the
least likely to be employed at case start (35%, 44% and 48% respectively) while US-born
Whites, Hmong and the other foreign-born group were the most likely to be employed (63%,
65%, and 67% respectively). Foreign-born Hispanics were the least (32%) while Somalis, Native
Americans, and African Americans were the most likely to receive welfare at case start (86%,
76% and 75% respectively). Hmong and Somalis had substantially higher rates of disability in a
family (40% and 37%) and adult mental health problems (33% and 27%) than the two other
foreign-born groups but were similar on these factors to US-born groups. Somalis had more child
emotional problems than all other foreign-born groups though they were lower than that of USborn Whites and Blacks. Adult substance use, difficulties in parenting, and limited social support
were higher among foreign-born Hispanics than all other foreign-born groups; however, IPV was
equally problematic for foreign-born Hispanics, the other foreign-born group, Native Americans
and US-born Whites. Community resource utilization problems were the highest among Hispanic
and Somali newcomers. All foreign-born groups had fairly similar prior CPS history though
Somalis had somewhat more screened-out reports than three other foreign-born groups. Similar
to PSOP, Hmong lived in the poorest neighborhoods while the other foreign-born group lived in
similar SES neighborhoods to US-born Whites.
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Table 32. Sample Descriptives by Nativity and Racial/Ethnic Group in PSOP
US-born (n=1609)
Foreign-born (n=355)
Native
White
Black
Hispanic
American Hispanic Hmong
(n=806)
(n=609)
(n=140)
(n=54)
(n=104)
(n=129)
Low English proficiency
Caregiver's age
Marital status
Single, never married
Married
Divorced/separated/widowed
Number of adults-mean
Number of children-mean
Male absent
Employment, wages & welfare
Employment
Employed at case start
Employment history only
No employment history
Annual wages for all-mean
Welfare utilization
Welfare at start
Welfare in the past but not at
start
No welfare history
Risk factors
Disability in a family, any

0.59
30.82
(8.04)

0.02
30.05
(7.58)

2.18
29.37
(8.16)

0.18
30.93
(8.17)

67.40
30.65
(6.90)

86.82
34.92
(11.35)

Other
(n=122)
39.61
33.39
(9.15)

pvalu
e
***
***
**

74.23
14.31
11.46
1.36
(0.53)
2.16
(1.18)
64.91

89.60
4.61
5.79
1.21
(0.44)
2.60
(1.44)
79.80

75.91
9.14
14.95
1.27 (0.48)
2.40 (1.34)
74.89

83.39
2.35
14.26
1.23
(0.46)
2.34
(1.39)
79.06

71.91
21.76
6.33
1.54
(0.55)
2.70
(1.42)
51.29

80.62
17.05
2.33

62.70
25.72
11.59

1.71 (0.47)

1.57 (0.57)

***

4.20 (1.59)
29.61

3.00 (1.63)
48.23

***
***
***

59.02
19.69
21.29
13,589
(21069)

46.54
26.93
26.53
7,571
(13492)

47.90
29.75
22.35
9,484
(13993)

42.06
25.63
32.31
7,303
(11917)

30.68
7.67
61.65
6,849
(14114)

46.51
7.75
45.74
6,958
(10213)

58.34
15.61
26.05
11,158
(15757)

61.63

78.50

67.49

79.24

54.65

94.57

78.88

12.91
25.46

10.46
11.04

8.71
23.80

7.40
13.36

20.13
25.22

1.55
3.88

13.97
7.15

30.39

51.62

39.40

35.38

35.76

53.88

44.86
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***
***

***

Problematic adult mental
health
Problematic child mental
health
Adult substance use, any
Difficulties in parenting skills
Unmet basic needs
Domestic discord or violence
Limited support network
Hostile interpersonal skills
Limited life skills
Community resource
utilization problems
Prior CPS history
No CPS history
CA/N report
CA/N report and foster care
Prior screened-out CA/N
report
Prior publicly funded nonwelfare social services receipt
County type
Large metro
Suburban
Other
Zip code level neighborhood
characteristics
% of persons speaking non
English
%children in poverty

46.71

44.45

29.61

53.43

32.31

58.14

16.11

***

12.35
20.94
13.58
12.49
27.02
30.15
11.51
14.56

16.48
16.43
15.71
20.84
21.39
37.19
16.22
16.65

13.79
15.38
13.93
15.82
19.67
29.68
8.35
15.02

18.05
31.77
20.04
30.69
47.83
38.81
14.44
23.83

8.63
9.11
17.07
22.63
20.04
41.80
24.07
17.07

13.18
3.26
13.02
19.22
16.12
28.06
16.98
16.05

8.22
3.12
11.09
12.49
22.93
40.76
22.35
11.59

0.23
***
0.84
0.44
0.16
0.21
*
0.98

13.95

17.60

11.03

24.55

21.96

37.75

19.88

**
***

66.00
25.86
8.14

59.15
27.65
13.19

72.42
17.42
10.16

63.90
21.66
14.44

76.99
16.3
6.71

92.25
5.43
2.33

78.64
19.72
1.64

26.72

14.49

17.42

21.66

15.34

1.55

13.97

***

28.52

33.95

29.75

34.66

25.89

17.05

18.90

***
***

18.49
50.38
31.17

63.02
27.41
9.57

34.18
36.79
29.03

46.39
46.39
7.22

39.31
40.56
20.13

100
0
0

41.08
29.33
29.58

13.93
(9.00)
13.22
(10.93)

22.35
(11.93)
24.53
(15.74)

18.12
(10.23)
17.07
(12.78)

20.56
(12.20)
21.73
(16.48)

20.75
(11.20)
19.07
(13.94)

33.17
(10.23)
37.91
(11.40)

20.21
(11.57)
20.41
(15.64)

Note: ***p≤.001, **p≤.01, *p≤.05; significant estimates are highlighted in bold.
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Table 33. Sample Descriptives by Nativity and Racial/Ethnic Group in DR
US-born (n=1146)

Low English proficiency
Caregiver's age
Marital status
Single, never married
Married
Divorced/separated/wido
wed
Number of adults-mean
Number of childrenmean
Male absent
Employment, wages &
welfare
Employment
Employed at case start
Employment history only
No employment history
Annual wages for allmean
Welfare utilization
Welfare at start
Welfare in the past but
not at start

Foreign-born (n=647)

White
(n=578)
2.08
35.39
(8.89)

Black
(n=417)
0.72
32.49
(8.38)

Native
Hispanic America
(n=100) n (n=51)
14.11
0
31.49
32.13
(8.01)
(9.83)

p

64.81
18.03

82.64
8.44

80.88
11.01

82.5
8.95

64.17
27.97

48.18
38.55

61.60
22.10

44.10
45.59

17.16
1.94
(0.60)
2.26
(1.33)
20.07

8.92
1.74
(0.70)
2.69
(1.52)
44.87

8.11
1.73
(0.61)
2.53
(1.43)
41.04%

8.55
1.85
(0.69)
2.68
(1.49)
34.39

7.86
1.89
(0.51)
2.57
(1.24)
19.32

13.27
2.03
(0.61)
3.81
(1.76)
17.27

16.30
1.69
(0.68)
3.26
(1.78)
48.15

10.31
2.04
(0.58)
2.64
(1.50)
15.53

Hispanic
(n=295)
89.42
31.77
(7.34)

Hmong
(n=110)
71.36
34.64
(8.32)

Somali
(n=81)
62.35
37.30
(13.78)

Other
(n=161)
40.75
35.63
(8.34)

***
0.77
***

0.07
***
*

**
62.92
13.68
23.40
24,466
(32984)

54.58
23.43
21.99
11,804
(17647)

55.06
15.02
29.33
13,622
(19118)

44.33
29.82
25.84
11,339
(17277)

35.25
10.17
54.58
10,891
(18952)

65.45
11.82
22.73
26,068
(33074)

48.15
14.81
37.04
9,672
(15409)

67.08
9.32
23.60
25,994
(32588)

42.09

74.99

58.96

76.14

31.86

58.18

86.42

42.24

16.97

14.58

15.02

11.93

17.63

20.00

6.17

21.12
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0.28
0.57

No welfare history
Risk factors
Disability in a family,
any
Problematic adult
mental health
Problematic child
mental health
Adult substance use, any
Difficulties in parenting
skills
Unmet basic needs
Domestic discord or
violence
Limited support network
Hostile interpersonal
skills
Limited life skills
Community resource
utilization problems
Prior CPS history
No CPS history
CA/N report
CA/N report and foster
care
Prior screened-out CA/N
report
Prior publicly funded
non-welfare social
services receipt
County type
Large metro

40.94

10.42

26.03

11.93

50.51

21.82

7.41

36.65

29.88

42.15

30.63

27.04

20.71

39.82

37.16

22.48

*

39.56

38.30

25.13

46.23

13.66

33.36

27.04

18.45

***

17.49
29.36

18.17
24.26

12.01
31.13

9.94
48.51

4.75
15.02

7.27
8.36

13.58
4.44

9.32
9.25

***
***

24.59
9.42

28.91
14.75

32.73
12.51

30.62
24.65

32.98
6.17

21.45
5.55

19.88
11.85

23.04
4.29

0.76
0.07

31.28
23.83

22.41
30.56

21.32
28.03

37.38
42.15

33.22
30.24

22.00
18.73

26.42
24.57

31.30
24.16

0.72
0.88

10.50
9.32

12.48
11.84

8.51
11.21

8.55
29.82

10.03
5.59

14.55
9.00

26.42
8.64

17.20
7.83

*
0.28

19.99

22.91

22.12

32.60

30.68

24.27

35.31

25.65

**
***

54.54
34.55

48.48
35.74

56.96
30.03

50.30
27.83

65.42
26.78

65.45
21.82

67.90
25.93

58.39
31.06

10.91

15.78

13.01

21.87

7.80

12.73

6.17

10.56

25.29

30.84

19.02

41.75

17.63

9.09

24.69

18.01

***

22.03

26.49

20.02

27.83

13.22

25.45

16.05

13.04

***
*

52.01

85.78

75.98

75.55

70.51

93.64

74.07

62.73
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Suburban
Other
Zip code level
neighborhood
characteristics
% of persons speaking
non English
%children in poverty

33.96
14.03

11.36
2.87

20.02
4.00

22.47
1.99

18.64
10.85

5.45
0.91

11.11
14.81

27.95
9.32

14.78
(8.75)
15.08
(12.55)

21.68
(8.99)
28.94
(16.04)

21.00
(10.13)
25.50
(16.11)

19.50
(10.03)
27.35
(18.48)

21.89
(8.38)
24.39
(14.80)

26.89
(11.40)
31.58
(15.50)

23.45
(11.66)
29.32
(18.95)

18.35
(9.23)
18.84
(14.23)

Note: ***p≤.001, **p≤.01, *p≤.05; significant estimates are highlighted in bold.
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Differences by English Proficiency
A conditional multivariate logistic model was run to see if there were any significant
differences by English proficiency status within the foreign-born subsample. The two programs
were collapsed into one group in order to increase statistical power. The results (not displayed in
a table) showed few differences. Controlling for other variables in the model, Somali and the
other foreign-born groups had lower odds for low English proficiency compared to foreign-born
Hispanics (OR = 0.22, p ≤ .001 and OR = 0.12, p ≤ .001 respectively). Additionally, families
with low English proficiency were more likely to have higher number of children (OR = 1.20, p
≤ .01), have limited communication or interpersonal skills (OR = 2.11, p ≤ .05) but less likely to
have employment history (OR = 0.33, p ≤ .001) compared to foreign-born families with greater
English proficiency. There was a statistical trend for low English proficient families to be older
and less employed at case start. Program, marital status, number of adults, welfare involvement,
annual wages, prior CPS and social service involvement, substance abuse, adult and child mental
health, disability status, parenting skills, ability to meet basic needs, IPV, social support, life
skills, community resource utilization, neighborhood characteristics and geographic area of
residence did not vary by English proficiency status.
Hypothesis 3B: Foreign-born families engaged in two CPS preventative programs will have a
different (presumably higher) proportion of referrals from mandated reporters than nativeborn families.
While the reporter type information that led to the opening of the target case was
available only for DR cases, it was possible to see reporter information for those families with
prior CPS histories and those that received a subsequent report in both programs. The reporter
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information by mandated status is presented first followed by a specific source of mandated
reporter.
Table 34. Reporter Type by Nativity and Program
PSOP (n=1,964)
US-born
Foreign(n=1,609)
born
(n=355)
Mandated reporter
before the target case
Mandated reporter for
the target case
Mandated reporter
after the target case

pvalue

DR (n=1,793)
US-born
Foreign(n=1,146)
born
(n=647)

p

84.08

92.17

0.27

81.92

96.61

***

--

--

--

81.16

87.76

***

82.06

88.8

0.11

78.34

89.35

***

Note: ***p≤.001, **p≤.01, *p≤.05.

Table 35. Reporter Type by Race/Ethnicity and Nativity in PSOP
US-born (n=1609)
White
Black
(n=806) (n=609)
Mandated
before
Mandated
for the
target case
Mandated
after

Native
Hispanic Am.
(n=140) (n=54)

Foreign-born (n=355)
Hmong
Hispanic (n=129 Other
(n=104) )
(n=122)

p

75.57

92.39

90.26

86.00

82.5

97.00

99.23

*

--

--

--

--

--

--

--

--

78.21

83.81

91.71

94.61

90.37

96.25

82.00

**

Note: ***p≤.001, **p≤.01, *p≤.05.

Significantly more foreign-born families in DR were reported by mandated reporters
compared to US-born families: 87.76% vs. 81.16% (see Table 34). However, there was a wide
variation by race and ethnicity. While Hmong had the highest rate of mandated reporting (96%),
Somalis were identical to African Americans (both 82%) (see Table 36). Foreign-born families
were also more likely to be reported by mandated reporters when looking at those families with
prior CPS histories and those with new reports following the case closure; however, in PSOP,
this remained a statistical trend rather than a statistically significant difference (Table 34). Once
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again, Hmong was the group that received consistently the highest percentage of reports from the
mandated reporters.
Table 36. Reporter Type by Race/Ethnicity and Nativity in DR

White
(n=57
8)
Mandated
before
Mandated
for the
target
case
Mandated
after

US-born (n=1146)
Black
Native
(n=417 Hisp.
Am.
)
(n=100) (n=51)

Foreign-born (n=647)
p
Hisp.
(n=295)

Hmong
(n=110)

Somali
(n=81)

Other
(n=161)

78.97

85.10

90.00

71.60

96.86

97.89

91.54

97.46

***

76.08

82.33

76.28

75.15

88.44

96.36

82.84

89.50

***

84.33

79.60

80.45

66.80

87.57

92.50

85.29

86.91

*

Note: ***p≤.001, **p≤.01, *p≤.05.

The next two tables present a specific source of mandated reporter for the target case in
DR. While reports from most mandated sources did not vary by nativity, schools were
significantly more likely to report foreign-born families than native-born families: 37.30% vs.
26.15% (Table 37). There were also differences among foreign-born groups. More foreign-born
Hmong and Hispanics compared to Somalis and the other foreign-born group were reported by
schools but Hmong were less likely to be reported by law enforcement or court system (Table
38). Foreign-born Hispanics were somewhat less likely to be reported by medical professionals
than all other foreign-born groups.
Table 37. Detailed Reporter Source by Nativity for the Target Case in DR
US-born
Foreign(n=1146)
born
%
(n=647)
%
Non-mandated
20.72
10.45
School
26.15
37.30
Clinic or hospital
9.13
11.71
Other medical
4.31
4.86
Law enforcement or courts
25.33
21.80
Human or social services
9.54
8.11
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Other mandated

4.82

5.77

Table 38. Detailed Reporter Source by Race/Ethnicity and Nativity for the Target Case in
DR

Nonmandated
School
Clinic or
hospital
Other
medical
Law
enforcement
or courts
Human or
social
services
Other
mandated

White
(n=578)
22.44

US-born (n=1146)
Black
Native
(n=417 Hisp.
Am.
)
(n=100) (n=51)
17.45
23.26
23.40

Foreign-born (n=647)
Hisp.
(n=295)
11.65

Hmong
(n=110)
3.70

Somali
(n=81)
17.74

Other
(n=161)
10.29

25.78
10.00

28.13
7.55

25.58
9.30

12.77
14.89

38.15
9.24

44.44
14.81

29.03
9.68

33.82
14.71

4.89

4.17

4.65

0

4.82

5.56

8.06

2.94

24.67

26.56

20.93

29.79

20.48

16.67

25.81

26.47

9.33

9.64

8.14

14.89

8.84

6.48

4.84

9.56

2.89

6.51

8.14

4.26

6.83

8.33

4.84

2.21

Results of Research Question 4
How do service participation and outcomes vary by nativity within the PSOP and DR programs?
Hypothesis 4A: Family cooperation and quantity of services will vary by nativity.
Family’s cooperation and service factors were analyzed for US-born and foreign-born
populations within each program (Table 39). First, bivariate analyses were conducted by nativity
indicator followed by multivariate analyses where nativity was a primary variable of interest.
Given substantial differences within a broad categorization of nativity construct, bivariate
analyses were conducted by race and ethnicity subgroups (see Tables 40 & 41). Because of
substantial skewness of contact variables (face to face, other and total) both original and logged
versions of variables are displayed in the tables.
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Cooperation
While foreign-born families were deemed as slightly more cooperative than US-born
families in both PSOP (93.86% vs. 92.74%) and DR (97.23% vs. 96.23%) programs, the
difference was not statistically significant. Likewise, multivariate analyses revealed no
significant differences by nativity in either program. Sub-analyses by race and ethnicity
suggested a few though not significant differences within US-born groups in PSOP but little
differences for foreign-born subgroups in PSOP and for US-born and foreign-born groups in DR.
Specifically, Native Americans and African Americans were less cooperative (84.84% and
88.91% respectively) than US-born Hispanics and US-born Whites (96.23% and 95.57%
respectively).
Service factors
Face to face contacts. There were significant differences in the number of face-to-face
contacts by nativity. Foreign-born families received significantly more contacts from their
workers than US-born families. In PSOP, the foreign-born population received an average of
7.55 (SD = 7.38) contacts compared to 5.01 (SD = 6.57) for US-born families. Higher number of
contacts for the foreign-born was maintained when other factors were controlled for (b = 0.26, p
≤ .001). In DR, while no significant differences between the two populations were found in the
bivariate analyses, the foreign-born group received higher number of face-to-face contacts when
other factors were controlled for (b = 0.11, p ≤ .01). Subgroup analyses revealed that foreignborn Hispanic and Hmong groups were significantly more likely to receive a higher number of
contacts than other groups in PSOP: 8.49 (SD = 8.96) and 8.62 (SD = 4.03) respectively. No
significant differences by race/ethnicity occurred in the DR group, although Hmong received
somewhat more contacts than other groups.
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Other contacts. While there were no significant differences between US-born and
foreign-born populations in the receipt of other contacts in PSOP, DR workers were more likely
to make a higher number of other contacts for their foreign-born families when other factors
were controlled for (b = 0.19, p ≤ .01). No significant differences were found by race and ethnic
groups; however, Native Americans in PSOP and Hmong in DR received the highest amount of
other contacts while US-born Hispanics in PSOP and African Americans in DR were the least
likely to receive such contacts.
Total number of contacts. Foreign-born families received significantly higher number
of total contacts than US-born families in both PSOP and DR programs. This difference was
highly significant (see logged version, p ≤ .001) in the bivariate and showed a trend (b = 0.11, p
≤ .10) in the multivariate analyses for the PSOP group and was significant in the multivariate
analysis for the DR group (b = 0.15, p ≤ .01). Additionally, there were significant differences by
race and ethnicity in the PSOP group. While foreign-born Hispanic and Hmong groups received
the highest number of total contacts (see logged version), US-born Whites and Hispanics as well
as the other foreign-born group received the least. While there were no significant differences by
race and ethnicity in the DR group, Hmong received the highest number while US-born
Blacks—the least of total contacts.
Case length. Cases of the foreign-born population tended to be significantly longer than
those of US-born families in both programs. While controlling for other factors in the model, the
PSOP foreign-born population’s cases were on average 45 days longer than US-born families’
(b = 44.66, p ≤ .001) while for the DR foreign-born population there was 16% change in the
average length of the case compared to that of US-born families (b = 0.16, p ≤ .01). There were
also significant differences in case length by race and ethnicity groups. In PSOP, 96.90% of

168

Hmong and 64.65% of African Americans were likely to have a case lasting for six months or
longer while only 34.71% of US-born Whites and 36.43% of US-born Hispanics did so. In the
DR group, 70.91% of Hmong and 57.36% of US-born Whites had their cases lasting for one
month or longer while only 39.51% of Somalis and 39.96% of Native Americans did.
Services
Case management services. Significant differences were found in the receipt of case
management services between US-born and foreign-born populations within each program
(Table 39). However, the results were in the opposite direction. While US-born families were
significantly more likely to receive case management services in PSOP (69.61% vs. 49.86%, p ≤
.001), foreign-born families were more likely to receive such services in the DR program
(33.38% vs. 27.40%, p ≤ .01). Multivariate analyses confirmed the directions found in the
bivariate analyses. Specifically, controlling for other variables in the model, foreign-born
families had 0.57 lower odds of receiving case management services in PSOP (OR = 0.57, p ≤
.01) while they were more likely to receive such services in DR: OR = 1.43, p ≤ .05.
Additionally, significant differences were found by race and ethnicity groups. Within PSOP,
Hmong families were the least likely to receive case management services (22.48%) while
African Americans received the least amount of services among US-born groups (61.80%).
Similar proportions of foreign-born Hispanics and the other group received services, 66.16% and
64.91% respectively, which was higher than noted rate for African Americans but lower than for
all other US-born groups. Within DR, foreign-born Hispanics received the most case
management services (40.34%) while the other foreign-born group and US-born Whites—the
least, 21.74% and 23.38% respectively.
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Table 39. Cooperation and Service Factors by Nativity and Program

US-born
%, M (SD)
Family’s cooperation

92.74

Case management
69.61
receipt
Number of face-to-face
5.01 (6.57)
contacts
1.45 (0.79)
Number of face-to-facelogged
Number of other
9.51 (13.94)
contacts
1.81 (1.03)
Number of other-logged
Number of total contacts 14.52 (18.44)
Number of total
2.34 (0.86)
contacts-logged
Case length (days)
207 (174)
Case length-categorical
1-4 weeks
12.12
5-8 weeks
7.21
9-16 weeks
17.03
16-24 weeks
17.09
>24 weeks
46.55

PSOP
Foreignp
born
%, M (SD)
93.86
.60
49.86

***

7.55 (7.38)
1.86 (0.77)

***
***

8.91
(13.86)
1.75 (1.00)
16.46
(18.49)
2.54 (0.78)
316 (215)

.46
.31
.07
***
***
***

Estimate
(CI 95%)a b

US-born
%, M (SD)

1.50 (0.55-4.05)

96.38

DR
Foreignborn
%, M (SD)
97.23

0.57 (0.380.86)**

27.40

33.38

**

5.92 (12.45)
1.58 (0.65)

5.89 (10.58)
1.62 (0.64)

.96
.24

10.43
(33.26)
1.60 (1.13)
16.35
(43.27)
2.27 (0.85)
59 (92)

8.94 (23.38)
1.67 (1.01)

.31
.18

14.83
(33.08)
2.31 (0.78)
61 (103)

.44
.27

48.25
29.84
11.61
3.23
7.07

46.99
31.22
12.06
2.63
7.11

0.26 (0.140.38)***

-0.04 (-0.190.10)
0.11 (-0.010.23)c
44.66 (22.3167.01)***

8.45
3.10
10.14
10.14
68.17

p

Estimate
(CI 95%)a b

.43

0.84 (0.631.11)
1.43 (1.041.95)*

.60
.63

0.11 (0.030.19)**

0.19 (0.050.33)**
0.15 (0.050.26)**
0.16 (0.040.27)**

Note: a Multivariate models controlled for a wide range of baseline socio-demographic characteristics and psychosocial risk factors; logged versions of continuous dependent
variables except for case length in PSOP were used in the multivariate models; b OR were estimates for family’s cooperation and case management receipt while unstandardized
regression coefficients were estimates for other outcomes; c p=.08; ***p≤.001, **p≤.01, *p≤.05; significant estimates are highlighted in bold.
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Table 40. Cooperation and Service Factors by Nativity and Race/Ethnicity in PSOP

Family’s cooperation
Case management
receipt
Number of face-to-face
contacts
Number of face-to-facelogged
Number of other
contacts
Number of other-logged
Number of total contacts
Number of total
contacts-logged
Case length (days)
Case length-categorical
< 24 weeks
>24 weeks

White
(n=806)
95.57
75.22

US-born (n=1609)
Black
Hispanic
(n=609)
(n=140)
88.91
96.23

Native Am. Hispanic
(n=54)
(n=104)
84.84
92.33

69.45

73.83

4.71 (7.10)
1.34 (0.83)

61.80
5.42
(6.11)
1.59
(0.73)

10.16
(15.31)
1.81 (1.08)
14.86
(20.46)
2.27 (0.94)

9.04
(12.98)
1.84
(0.96)
14.46
(16.88)
2.44(0.74)

7.63 (10.53)
1.57 (1.08)
12.74
(13.74)
2.25 (0.84)

9.97 (9.42)
2.05 (0.87)
14.70
(12.70)
2.49 (0.72)

13.02
(19.91)
1.80 (1.32)
21.51
(24.33)
2.66 (0.96)

159 (131)

273 (195)

185 (172)

237 (219)

250 (186)

5.63
(4.05)
1.69
(0.66)
14.25
(6.30)
2.63
(0.45)
465 (182)

65.29
34.71

35.35
64.65

63.57
36.43

54.15
45.85

45.35
54.65

3.10
96.90

5.11 (5.78)
1.48 (0.78)

Note: p=.08; ***p≤.001, **p≤.01, *p≤.05; significant estimates are highlighted in bold.
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4.73 (4.75)
1.46 (0.74)

66.16

Foreign-born (n=355)
Hmong
Other
(n=129)
(n=122)
93.18
95.89

8.49 (8.96)
1.89 (0.87)

22.48
8.62
(4.03)
2.16
(0.49)

64.91
5.60
(8.19)
1.53
(0.79)
8.87
(13.34)
1.77
(0.97)
14.47
(20.42)
2.33
(0.85)
215
(178)
50.70
49.30

p
.78
***
***
***

.09
.29

.43
***

***
***

Table 41. Cooperation and Service Factors by Nativity and Race/Ethnicity in DR
US-born (n=1146)

Foreign-born (n=647)
p

Family’s
cooperation
Case management
receipt
Number of face-toface contacts
Number of face-toface-logged

White
(n=578)

Black
(n=417)

Hispanic
(n=100)

Native Am. Hispanic
(n=51)
(n=295)

96.24

97.27

93.99

95.23

97.83

23.38
6.42
(13.85)

30.36
5.22
(10.02)

36.04
5.93
(13.87)

31.81

40.34
6.15
(11.97)

Hmong
(n=110)

Somali
(n=81)

Other
(n=161)

94.91

97.16

97.76

30.00
5.79
(5.01)

35.80
4.54
(3.06)

21.74
6.18
(12.83)

.50
*

1.61
(0.70)

1.54
(0.60)

1.57
(0.64)

Number of other
contacts
Number of otherlogged
Number of total
contacts

11.82
(33.56)
1.64
(1.21)
18.24
(44.24)

12.86
(63.36)
1.60
(1.10)
18.79
(76.70)

Number of totallogged
Case length (days)
Case lengthcategorical
1-4 weeks
>4 weeks

2.31
(0.91)
64 (99)

7.88
(20.22)
1.53
(1.03)
13.10
(28.72)
2.20
(0.75)

42.64
57.36

6.14
(10.27)
1.67 (0.61)

.38
1.60
(0.69)

1.74
(0.55)

1.58
(0.49)

1.60
(0.67)

8.32
(9.49)
1.82
(0.91)
14.11
(12.93)
2.46
(0.68)

6.67
(6.90)
1.65
(0.92)
11.21
(8.81)
2.29
(0.63)

10.34
(31.24)
1.70
(1.07)
16.51
(43.03)

2.29 (0.83)

52 (77)

2.25
(0.83)
62 (109)

9.03
(24.84)
1.60
(1.03)
15.18
(36.07)
2.25
(0.82)

51 (82)

56 (91)

89 (111)

34 (34)

2.32
(0.84)
65 (134)

53.45
46.55

52.95
47.05

60.04
39.96

49.15
50.85

29.09
70.91

60.49
39.51

48.45
51.55

10.81
(28.68)
1.61 (1.07)
16.95
(38.78)

Note: p=.08; ***p≤.001, **p≤.01, *p≤.05; significant estimates are highlighted in bold.
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.73

.31
.21

.39
.35

.85
***

PSOP services. Data from the worker survey was used to determine if there were any
nativity differences in the type and number of services offered and level of participation in
services in PSOP. Although the survey was available for 66.40% of the original PSOP sample,
its completion differed by nativity status: 69.86% of US-born (n=1,124) and 50.70% of foreignborn (n=180) families had the survey. Among US-born groups, the highest completion rate was
for US-born Whites (74.07%) while the lowest rate was for African Americans (64.53%). The
survey completion rate also significantly differed among foreign-born subgroups. While 65.38%
of foreign-born Hispanics and 61.48% of the other foreign-born group had the survey completed
on them, only 28.68% of Hmong families did.
Descriptives for the subsample. There were a few significant differences by nativity
between those families for whom the survey was available and those on whom it was not
completed. Foreign-born families with completed worker surveys were significantly more likely
to have mental health problems (p ≤ .001), adults at home (p ≤ .05), be English proficient (p ≤
.01) and have problems with community resource utilization (p ≤ .05) than those foreign-born
families on whom the survey was not available. Compared to US-born families on whom the
survey was not available, those US-born families with completed survey were significantly more
likely to be employed (p ≤ .001), have difficulty meeting basic needs (p ≤ .01) and have deficient
life skills (p ≤ .01). At the same time, both foreign-born and US-born families with completed
surveys were significantly more likely to be disabled, have more prior screened-out reports, live
in non-metro counties, and less likely to receive welfare at case start. There were no significant
nativity differences between completers and non-completers on marital status, annual wages,
prior CPS and other social services involvement history, child mental health, adult substance
abuse, parenting, IPV, social support, and communication skills.
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Number and type of services. The overwhelming majority of families with the completed
worker survey were offered at least one specific service or referral during their PSOP case:
95.37% of US-born and 96.67% of foreign-born families. However, an average number of
services and referrals offered varied by nativity. Foreign-born families were offered significantly
higher number of services than US-born families: M = 7.85 (SD = 7.61) vs. M = 4.67 (SD =
3.37), p ≤ .001. Additionally, a significantly higher proportion of foreign-born families were
offered ten or more services or referrals compared to US-born families: 23.89% vs. 9.43%, p ≤
.001. Regarding specific type of services and referrals offered, significantly more foreign-born
than US-born families were offered all but childcare and mental health services (see Figure 10).
The most commonly offered services to the foreign-born population included emergency food,
shelter or housing (62.78%), basic household needs (61.67%), childcare (57.22%), employment,
vocational or educational services (41.67%), medical or dental care or disability services
(41.67%), mental health services (41.11%), and transportation (39.44%). The most frequently
offered services or referrals to US-born families were the following: basic household needs
(52.76%), childcare (52.49%), emergency food, shelter or housing services (50.98%), mental
health services (38.70%), employment or educational services and transportation (27.40%),
transportation (24.29%) and parenting services (22.60%).
Level of participation in services. Figure 11 displays results for moderate or high level of
participation in specific type of services. While Figure 10 displayed services and referrals that
were offered to families, this analysis took into account whether family participated in such
services or not. Compared to US-born families, foreign-born families were more likely to
participate in the following services at a higher rate: poverty-related (56.67% vs. 44.84%, p ≤
.01), employment and insurance related (52.78% vs. 37.10%, p ≤ .001), childcare (46.67% vs.
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39.23%, p ≤ .10), and parenting classes (10.00% vs. 6.41%, p ≤ .10). There no nativity
differences in counseling/support groups and substance abuse treatment participation. Analysis
of level of participation in specific services by family need was not possible due to small cell
sizes in the foreign-born subsample.
Basic hhld needs: utilities, repair, rent
Childcare/respite/crisis nursery
Emergency food or shelter or housing…
Mental hlth/psychiatric or counseling
Employment, vocational/educational…
Transportation
Parenting classes
Domestic violence services
Support groups
Medical or dental care or disability services
Legal services
Recreational services
Welfare
Substance abuse treatment
Homemaker services

Foreign-born
US-born

0

10

20

30

40

50

60

70

Figure 10. Nativity Differences in PSOP Services Offered by Type, %.

Poverty-related services
Employment and insurance related:
medical care, welfare
Childcare
Foreign-born
Counseling and support groups

US-born

Parenting classes
Substance abuse treatment
0

10

20

30

40

50

60

Figure 11. Moderate or High Participation in PSOP services by Nativity, %.
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Services needed but not received. There were significant nativity differences in the type
of services that were needed but not received and reasons for not receiving them. Overall, 29%
of foreign-born and 19% of US-born families did not receive needed services. Youth mentoring,
tutoring and children’s programs was the most frequently needed type of service that was not
received by the foreign-born population (31.48%) followed by financially related services
(29.62%), counseling (20.37%), welfare assistance/medical insurance (7.41%), housing (7.41%),
immigrant related services (e.g. English classes, driver’s ed, bus information, immigration
paperwork) (7.41%), money management and foreclosure prevention information (5.56%), and
other services (7.41%) that included transportation, termination of pregnancy, childcare, and
medication management. Among the US-born population, mental health related services were
the most commonly needed but not received services followed by housing, budget counseling,
substance abuse assessment and treatment, financial assistance, parenting, and other services
(e.g. employment, domestic violence and legal counseling). The most frequent reason for not
receiving needed services was because family did not accept offered services: 62.96% of foreignborn and 48.06% of US-born families did not accept offered services. Other reasons for not
receiving services included: other unspecified reasons (16.66% of foreign-born and 30.00% of
US-born), service being not available (12.96% of foreign-born and 10.68% of US-born), and not
accessible or insufficient funds (7.40% of foreign-born and 11.17% of US-born). Almost half of
foreign-born families refused to accept youth mentoring/tutoring services while over a quarter
(27.78%) did not accept financially related services and 13.89% did not accept mental health
services. The biggest categories of services that were offered but not accepted by US-born
families included mental health, substance abuse and parenting services.
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Hypothesis 4B: Subsequent outcomes of child maltreatment, out of home placement, and
family’s well-being (mental health, substance abuse, and economic well-being) will vary by
nativity.
Outcome analyses were conducted to see if there were differential program effects for
US-born and foreign-born populations. All analyses were conducted within each program. First,
bivariate analyses are presented both for the general nativity indicator (Table 42) and by race and
ethnicity (Tables 43 & 44) followed by multivariate analyses that controlled for a wide range of
socio-demographic characteristics and psychosocial factors. Coefficient estimates for the nativity
indicator are displayed in Table 42.
Child welfare outcomes
Bivariate analysis. There were significant differences between US-born and foreign-born
groups in the rate of subsequent CPS reporting. Following the PSOP case closure, foreign-born
families were reported at a significantly lower rate than US-born families. Later screened-in
maltreatment reports were made on 9.01% of foreign-born and 21.05% of US-born families
while foster care involved 5.07% of foreign-born and 9.01% of US-born families (p < .001).
Screened-out reports were made on 9.86% of foreign-born and 23.31% of US-born families (p <
.001). In DR, foreign-born families were also significantly less likely to have later CPS
involvement, however, the difference was not as big as in PSOP: 25.81% vs. 29.23% reported for
screened-in CA/N, 9.43% vs. 13.70% had foster care involvement (p < .01) while 29.52% vs.
37.17% had a screened-out report (p < .01). There were also significant differences by race and
ethnicity although in the DR group the difference for screened-in CPS involvement was
marginally significant. In PSOP, Hmong had the least of screened-in and screened-out CPS
reports followed by the other foreign-born group. Foreign-born Hispanics had comparable rates
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of later CPS involvement to US-born minority groups except for Native Americans. US-born
Whites had the highest rate of later screened-in reports (23.02%) while Native Americans had
the highest number of foster care involvement (19.86%). Screened-out rates were the highest
among US-born Whites and Native Americans: 28.69% and 27.44% respectively. In DR, Hmong
also had the lowest rates of screened-in and screened-out CA/N reports (19.09% and 13.64%
respectively) but foreign-born Hispanics had the lowest rate of foster care involvement (6.78%).
Foreign-born Hispanic and Somali groups had comparable rates of later screened-in CA/N
reports (29.49% and 29.63% respectively) which were higher than for all the other groups except
for African Americans and US-born Hispanics (32.90% and 35.04% respectively). Foster care
involvement was the highest for Native Americans (23.86%) while screened-out reports were the
highest for Somalis (46.91%) followed by Native Americans and African Americans (41.95%
and 41.05% respectively).
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Table 42. Bivariate and Multivariate Results for Program Outcomes by Nativity

USborn, %
Child welfare
outcomes
Screened-in CA/N
CA/N report only
Foster care
Screened-out CA/N
New services
Child mental health
Adult mental health
Substance abuse
Economic well-being
Employment
Consistently
employed
Newly employed
Never or no longer
employed
Welfare involvement
Always on welfare
Newly on welfare
Never on or got off
Poverty
Always poor
Newly poor
Never poor

Foreignborn, %

PSOP
p

***

Estimate
(CI 95%)a b

USborn, %

Foreignborn, %

25.81
9.43
29.52

**

0.93 (0.72-1.20)
1.01 (0.68-1.50)
0.91 (0.68-1.22)e

4.17
1.24
1.70

***
.34
**

----

***

0.83 (0.60-1.13)g

***

0.76 (0.58-0.99)*i

.71

0.79 (0.51-1.25)k

0.36 (0.21-0.61)***c

9.01
5.07
9.86

***

0.29 (0.15-0.54)***d

29.23
13.70
37.17

5.90
4.91
6.09

1.97
3.38
2.54

**
.21
**

----

8.29
1.83
4.28

*

1.41 (1.05-1.89)*f

12.11
34.65
53.24

23.65
27.14
49.21

**
43.44
7.89
48.66

54.08
6.20
39.72
**

69.73
20.82
9.45

26.58
17.00
56.41

0.84 (0.51-1.38)h

1.27 (0.69-2.31)j

37.78
12.22
50.00
63.53
22.86
13.61

78.03
15.49
6.48

Estimate
(CI 95%)a b

**

21.05
9.82
23.31

15.72
28.40
55.87

DR
p

27.36
11.28
61.36
65.38
21.33
13.29

Note: a Multivariate models controlled for a wide range of baseline socio-demographic characteristics and psychosocial risk factors; b HR were estimates for screened-in CA/N
while OR were estimates for other outcomes in the multivariate analyses; c in PSOP, the modeled outcome was CA/N report or foster care; the model also contained significant
interaction: foreign-born status*Hispanic: 2.71 (1.27-5.76)**; d c-value ranged from 0.80 to 0.81 while max R2 was 0.29-0.30 across 10 imputations ; the model also contained
significant interaction: foreign-born status*Hispanic: 3.33 (1.81-6.11)**; e c-value ranged from 0.71 to 0.73 while max R2 was 0.18-0.20 across 10 imputations; f c-value ranged
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from 0.80 to 0.81 while max R2 was 0.33-0.35 across 10 imputations; g c-value=0.83 while max R2 ranged from 0.39 to 0.41 across 10 imputations; h c-value ranged from 0.66 to
0.67 while max R2 was 0.11-0.12 across 10 imputations; the model also contained significant interaction: foreign-born status*non-White race: 2.22 (1.25-3.96)**; i c-value ranged
from 0.71 to 0.72 while max R2 was 0.17-0.18 across 10 imputations; j c-value ranged from 0.76 to 0.77 while max R2 was 0.15-0.17 across 10 imputations; k c-value was 0.75-0.77
while max R2 was 0.17-0.20 across 10 imputations; ***p≤.001, **p≤.01, *p≤.05; significant estimates are highlighted in bold.

Table 43. Bivariate Results for Program Outcomes by Nativity and Race/Ethnicity in PSOP
US-born (n=1609)
White
(n=806)
Child welfare outcomes
Screened-in CPS
involvement
CA/N report only
Foster care
Screened-out CA/N
report
New services
Child mental health
Adult mental health
Substance abuse
Economic well-being
Employment
Consistently
employed
Newly employed
Never or no longer
employed
Welfare involvement
Always on welfare
Newly on welfare
Never on or got off

Black
(n=609)

Hispanic
(n=140)

Foreign-born (n=355)
Native
American
(n=54)

p
Hispanic
(n=104)

Hmong
(n=129)

Other
(n=122)
***

23.02
7.43

20.50
12.83

18.87
6.53

16.97
19.86

17.26
8.63

2.33
3.88

9.04
3.29
***

28.69

16.61

19.59

27.44

21.09

0.78

9.86

5.57
7.43
6.56

5.92
2.63
5.43

6.53
1.45
7.26

9.03
1.81
3.61

4.79
5.75
6.71

0
0
0

1.64
4.93
1.64

**
.14
**
***

20.29
29.09
50.63

11.52
27.73
60.75

11.61
27.58
60.81

5.60
27.80
66.61

11.51
21.09
67.40

5.43
43.41
51.16

19.72
36.98
43.30

***
40.33
9.64
50.03

46.55
6.27
47.18

45.72
5.81
48.48

49.10
5.42
45.49
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31.64
14.67
53.69

73.64
0.78
25.58

52.59
4.68
42.73

Poverty
Always poor
Newly poor
Never poor

***
65.82
20.99
13.18

73.15
21.19
5.66

72.42
20.32
7.26

82.49
15.52
1.99

69.99
22.34
7.67

89.92
8.53
1.55

72.31
17.01
10.68

Note: ***p≤.001, **p≤.01, *p≤.05; significant estimates are highlighted in bold.

Table 44. Bivariate Results for Program Outcomes by Nativity and Race/Ethnicity in DR
US-born (n=1146)

Foreign-born (n=647)
p

White
(n=578)
Child welfare
outcomes
Screened-in CPS
involvement
CA/N report only
Foster care
Screened-out CA/N
report
New services
Child mental health
Adult mental health
Substance abuse
Economic wellbeing
Employment
Consistently
employed
Newly employed
Never or no
longer employed
Welfare

Black
(n=417)

Hispanic
(n=100)

Native Am.
(n=51)

Hispanic
(n=295)

Hmong
(n=110)

Somali
(n=81)

Other
(n=161)

.07
26.03
11.98

32.90
15.97

35.04
9.01

24.06
23.86

29.49
6.78

19.09
10.00

29.63
12.35

21.74
12.42

34.50

41.05

34.03

41.95

30.51

13.64

46.91

29.81

8.49
2.94
6.06

8.85
0.72
1.91

7.01
1.00
6.01

3.98
0
0

3.73
0.68
1.02

2.73
0.91
0

2.47
3.70
2.47

6.83
1.24
3.73

32.49
26.64
40.87

15.87
28.74
55.39

13.01
25.03
61.96

7.95
23.86
68.19

19.32
14.58
66.10

39.09
19.09
41.82

12.35
24.69
62.96

38.51
16.15
45.34

*

***
.24
.09

*

.65
181

involvement
Always on
welfare
Newly on
welfare
Never on or got
off
Poverty
Always poor
Newly poor
Never poor

27.59
14.20
58.21

51.54
10.28
38.18

32.03
10.01
57.96

51.89
9.94
38.17

13.90
15.93
70.17

43.64
9.09
47.27

62.96
3.70
33.33

22.98
8.07
68.94

.59
58.76
22.05
19.19

69.73
23.05
7.22

62.96
28.03
9.01

67.79
20.28
11.93

Note: ***p≤.001, **p≤.01, *p≤.05; significant estimates are highlighted in bold.
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68.81
22.37
8.81

62.73
19.09
18.18

83.95
14.81
1.23

51.55
24.22
24.22

The next three figures display results for screened-in CPS involvement by race and
ethnicity subgroups while controlling for time. Similarly to the above analysis, there were
significant differences by race and ethnicity in both programs. In PSOP, Hmong families
remained consistently at a lower risk for later CPS involvement over time followed by the other
foreign-born group whose risk for CPS involvement increased slightly over time (Figure 12).
Foreign-born Hispanics had an increased rate of reports around nine months after the case
closure and looked similar to US-born groups over time. The second figure (Figure 13) displays
CPS involvement without foster care in the DR group. Hmong followed by the other foreignborn group performed significantly better than all other groups though the difference was not as
big as in PSOP. Foreign-born Hispanics performed similarly to US-born Whites while Somalis
looked similar to African Americans and US-born Hispanics. Lastly, foreign-born and US-born
Hispanics as well as Hmong had similar rates of foster care involvement but foreign-born
Hispanics did somewhat worse over time (Figure 14). On the other hand, Native Americans and
African Americans had increased rates of foster care involvement over time and performed the
worst of all the groups.
1
0.9
0.8
0.7
0.6
0.5
0.4
0.3
0.2
0.1
0

Native American
Black US-born
Hispanic US-born
Hispanic immigrants
Hmong
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Figure 12. Bivariate Survival Analysis Predicting Later CPS Involvement by Race and Ethnicity
in PSOP.
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Figure 13. Bivariate Survival Analysis Predicting Later CPS Report by Race and Ethnicity in
DR.
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Figure 14. Bivariate Survival Analysis Predicting Later Foster Care Involvement by Race and
Ethnicity in DR.
Multivariate analysis. Due to a small number of the foreign-born population having a
subsequent foster care involvement (n=18) in PSOP, the modeled outcome was any screened-in
CPS involvement (CA/N report only or foster care). Controlling for time and other variables in
the model, PSOP foreign-born families, except for foreign-born Hispanics, were at a
significantly lower risk for subsequent CPS involvement compared to US-born families: HR =
184

0.36 (0.21-0.61), p < .001. However, foreign-born Hispanics were at a higher risk of later CPS
involvement: HR = 2.71 (1.27-5.76), p < .01. Other significant variables in the model included
prior CPS history (HR = 1.77, 1.38-2.26, p < .001), caregiver’s age (HR = 0.98, 0.96-0.99, p <
.05), number of children (HR = 1.21, 1.13-1.31, p < .001), prior screened-out history (HR = 1.35,
1.05-1.75, p < .05) and receiving a CPS report during the PSOP case (HR = 1.62, 1.12-2.33, p <
.05). Similar results were obtained for screened-out reports in the PSOP group. Controlling for
other variables in the model, foreign-born families, except for Hispanics, were at a lower risk to
receive a later screened-out report compared to US-born families: OR = 0.29 (0.15-0.54), p <
.001. Foreign-born Hispanics were at a higher risk to receive a subsequent screened-out report:
OR = 3.33 (1.81-6.11), p < .001. Additionally, prior CPS history (OR = 1.37, 1.06-1.77, p < .05),
two or more adults in the family (OR = 2.13, 1.46-3.13, p < .001), higher number of children (OR
= 1.14, 1.04-1.25, p < .01), prior screened-out history (OR = 1.94, 1.46-2.57, p < .001), child (OR
= 1.52, 1.09-2.10, p < .05) and adult mental health problems (OR = 1.49, 1.10-2.01, p < .05),
receiving case management services during the PSOP case (OR = 1.53, 1.10-2.14, p < .05), being
from the suburban (OR = 3.80, 1.84-7.84, p < .001) and other (OR = 5.32, 2.44-11.58, p < .001)
geographic area increased while older age (OR = 0.98, 0.96-0.99, p < .05) decreased the risk for
later screened-out report for families in the PSOP group. Receiving CPS report during the PSOP
case showed a trend in increasing the risk for screened-out reports (OR = 1.52, 0.99-2.32, p =
.06).
Unlike PSOP, significant nativity differences disappeared in the DR program when
multivariate controls were used. Controlling for time and other variables in the model, the risk
for later screened-in CA/N, foster care and screened-out CA/N did not vary by nativity: HR =
0.93, 0.72-1.20, p > .05, HR = 1.01, 0.68-1.50, p > .05, and OR = 0.91, 0.68-1.22, p > .05
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respectively. In the screened-in CA/N model, Hispanic ethnicity (HR = 1.39, 1.02-1.89, p < .05),
screened-out (HR = 1.52, 1.22-1.89, p < .001) CPS history, mental health problems (HR = 1.63,
1.20-2.23, p < .01), being employed at the time of the report (HR = 1.33, 1.06-1.68, p < .05), and
living in the other geographic area (HR = 1.57, 1.04-2.37, p < .05) increased while older
caregiver’s age (HR = 0.99, 0.97-1.00, p < .05) decreased the risk to receive a report following a
DR case closure. Prior screened-in CPS history (HR = 1.21, 0.98-1.49, p = .08) and living in
poor neighborhoods (HR = 1.01, 1.00-1.01, p = .08) showed a trend in increasing risk for
subsequent CPS involvement. Those with prior screened-in (HR = 1.56, 1.11-2.20, p < .01) and
screened-out CA/N (HR = 1.46, 1.03-2.05, p < .05) and public social services involvement (HR =
1.53, 1.09-2.14, p < .01) histories, child mental health problems (HR = 2.54, 1.76-3.67, p < .001)
were at a higher risk while those with two or more adults in the family (HR = 0.69, 0.49-0.97, p
< .05) were at a lower risk for subsequent foster care involvement. Lastly, a subsequent
screened-out report was predicted by prior screened-in (OR = 1.54, 1.27-1.86, p < .001) and
screened-out (OR = 2.92, 2.00-4.24, p < .001) CPS histories, child (OR = 1.63, 1.19-2.22, p <
.01) and adult (OR = 1.63, 1.03-2.58, p < .05) mental health problems, living in a suburban as
opposed to metro geographic area (OR = 1.45, 1.00-2.10, p ≤ .05), and the number of other
contacts made by workers during the DR case (OR = 0.80, 0.71-0.91, p < .001. Later screened-in
report was marginally associated with number of children in a family (OR = 1.07, 0.99-1.16, p =
.08), IPV (OR = 1.33, 0.95-1.86, p = .09), and annual wages (OR = 0.87, 0.75-1.01, p = .07).
Mental health and substance abuse services
Significant population differences occurred for obtainment of new services in both
programs (Table 42). Compared to US-born, foreign-born families were significantly less likely
to receive children’s mental health and adult substance abuse services in PSOP (1.97% vs.
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5.90%, p ≤ .01 and 2.54% vs. 6.09%, p ≤ .01) and DR (4.17% vs. 8.29%, p ≤ .001 and 1.70% vs.
4.28%, p ≤ .01 respectively). There were no significant nativity differences in the receipt of adult
mental health services. Analysis by race and ethnicity subgroups revealed that Hmong did not
receive any services in PSOP while foreign-born Hispanics received more services than the other
foreign-born in PSOP. In DR, the other foreign-born group had higher rates of children’s mental
health services than all other foreign-born groups while Native Americans had lower utilization
of services than all other US-born groups. Interestingly, while Native Americans had very high
rates of substance abuse, their utilization of services was the lowest among US-born groups.
Multivariate analyses predicting new services were not conducted due to low cell sizes for a
number of variables in the foreign-born subsample.
Economic well-being outcomes
Bivariate analysis. There were significant differences between both US-born and
foreign-born populations and two programs in economic well-being outcomes. While
significantly more foreign-born families gained new employment either during their PSOP case
or the follow-up (34.65% vs. 28.40%, p ≤ .05), significantly more foreign-born than US-born
families in DR had never been or were no longer employed (56.41% vs. 49.21%, p ≤ .001)
(Table 42). Further analysis by race and ethnicity revealed that while US-born Whites and the
other foreign-born group in both programs and Hmong in DR were more likely to have stayed
employed or gain new employment than all other groups, foreign-born Hispanics and Native
Americans were the least likely to do so (Tables 43 & 44). Regarding welfare involvement,
significantly more foreign-born than US-born families in PSOP received welfare benefits
throughout their case or the follow-up period (54.08% vs. 43.44%, p ≤ .01) while significantly
more foreign-born than US-born families in DR had never been or got off from welfare (61.36%
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vs. 50.00%, p ≤ .001). However, there were also differences by race and ethnicity. While
foreign-born Hispanics were least likely to receive welfare at case start or in the past in both
programs, Hmong in PSOP and Somalis in DR were more likely to be on welfare at case start.
Lastly, while significantly more foreign-born than US-born families in PSOP were poor
throughout their case and/or the follow-up (78.03% vs. 69.73%, p ≤ .01), there were no
differences between the two populations in the DR program. However, race and ethnicity
analyses revealed that while Hmong and Native Americans in PSOP and Somalis in DR were
the poorest, US-born Whites and the other foreign-born group in both programs in addition to
Hmong in DR were the least likely to be poor.
Multivariate analysis. Similar to Research Question 2, dichotomized economic wellbeing outcomes were used in the multivariate analysis. Controlling for all other variables in the
model, foreign-born families in the PSOP group were significantly more likely to be consistently
employed or gain new employment at the follow-up than US-born families: OR = 1.41 (1.051.89), p ≤ .05. Other significant predictors of the outcome included Hispanic ethnicity (OR =
0.50, 0.36-0.70, p ≤ .001), welfare receipt at case start (OR = 3.18, 2.23-4.54, p ≤ .001) and
welfare history (OR = 3.96, 2.56-6.12, p ≤ .001), two or more adults in the family (OR = 1.44,
1.13-1.84, p ≤ .01), caregiver’s age (OR = 0.97, 0.95-0.98, p ≤ .001), having a previous screenedout report (OR = 0.55, 0.40-0.76, p ≤ .001), disability in a family (OR = 0.70, 0.53-0.93, p ≤ .05),
adult mental health problems (OR = 0.65, 0.48-0.88, p ≤ .01), being single (OR = 1.84, 1.222.79, p ≤ .01) and divorced or widowed as opposed to being married (OR = 2.06, 1.16-3.66, p ≤
.05), annual wages (OR = 2.79, 2.39-3.26, p ≤ .001), and living in the other geographic area as
opposed to metro county (OR = 1.52, 1.05-2.21, p ≤ .05). Receipt of case management services
during the case (OR = 0.80, 0.64-1.01, p = .06) and family’s cooperation (OR = 1.67, 0.98-2.85,
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p = .06) showed a trend in their association with the employment status at the follow-up. Unlike
PSOP, significant differences between US-born and foreign-born populations disappeared in the
DR group when other variables were controlled for: OR = 0.83, 0.60-1.13, p > .05. Factors
predicting employment at the follow-up included Hispanic ethnicity (OR = 0.51, 0.35-0.74, p ≤
.001), welfare receipt at case start (OR = 1.80, 1.28-2.54, p ≤ .001) and welfare history (OR =
1.75, 1.18-2.60, p ≤ .01), caregiver’s age (OR = 0.98, 0.96-0.99, p ≤ .001), being unemployed or
underemployed at case start (OR = 0.71, 0.51-0.99, p ≤ .05), annual wages (OR = 2.87, 2.513.29, p ≤ .001), and living in the other geographic area as opposed to metro county (OR = 2.14,
1.38-3.33, p ≤ .001). Adult mental health problems showed a trend in increasing the risk of being
unemployed at the follow-up (OR = 0.74, 0.51-1.06, p = .10).
Non-White foreign-born population in the PSOP group were at an increased risk for
welfare involvement (either had not been able to get off since the case start or got newly
involved) at the follow-up when other factors were controlled for (OR non-White X nativity = 2.22,
1.25-3.96, p ≤ .01) but there were no main effects for nativity (OR = 0.84, 0.51-1.38, p ≥ .05).
Factors predicting welfare involvement in PSOP included employment at case start (OR = 2.49,
1.97-3.17, p ≤ .001) and employment history (OR = 2.15, 1.70-2.72, p ≤ .001), need for
employment at case start (OR = 1.33, 1.01-1.73, p ≤ .05), two or more adults in the family (OR =
1.54, 1.20-1.98, p ≤ .001), annual wages (OR = 0.76, 0.67-0.87, p ≤ .001), prior involvement
with publicly funded services (OR = 1.39, 1.09-1.76, p ≤ .01), being from the suburban (OR =
1.36, 1.01-1.83, p ≤ .05) as opposed to metro county, and receipt of case management services
(OR = 0.74, 0.61-0.91, p ≤ .01). Being single (OR = 1.48, 0.98-2.22, p = .06), living in the other
(OR = 1.37, 0.97-1.93, p = .07) geographic area, and adult mental health problems (OR = 1.29,
0.97-1.70, p = .08) showed a trend in increasing welfare involvement in PSOP. In the DR group,
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foreign-born families remained to be at a lower risk for welfare involvement when other factors
were controlled for: OR = 0.76, 0.58-0.99, p ≤ .05. Other variables associated with welfare
involvement at the follow-up included non-White race (OR = 1.80, 1.34-2.41, p ≤ .001),
caregiver’s age (OR = 0.98, 0.96-0.99, p ≤ .001), two or more adults in the family (OR = 1.71,
1.27-2.31, p ≤ .001), being divorced or widowed as opposed to being married (OR = 1.64, 1.082.47, p ≤ .05), employment at case start (OR = 1.70, 1.22-2.38, p ≤ .01) and employment history
(OR = 1.78, 1.28-2.46, p ≤ .001), annual wages (OR = 0.78, 0.71-0.87, p ≤ .001), prior CPS
history (OR = 1.29, 1.00-1.67, p ≤ .05), being from the other as opposed to metro county (OR =
1.69, 1.17-2.43, p ≤ .01), and neighborhood poverty (OR = 1.01, 1.00-1.02, p ≤ .01). Disability in
a family (OR = 1.28, 0.99-1.66, p = .06) and a new CPS report during the DR case (OR = 1.41,
0.99-2.02, p = .06) showed a trend in increasing welfare involvement.
Significant differences between the two populations in the PSOP group in regards to
being poor at the follow-up were no longer present when other factors were controlled for: OR =
1.27, 0.69-2.31, p ≥ .05. Factors predicting that a family in the PSOP group would remain or
become poor at the follow-up included non-White race (OR = 1.69, 1.10-2.58, p ≤ .05),
caregiver’s age (OR = 0.97, 0.95-0.99, p ≤ .01), two or more adults in the family (OR = 0.52,
0.36-0.74, p ≤ .001), adult mental health problems (OR = 1.78, 1.08-2.95, p ≤ .05), need of
employment at case start (OR = 2.04, 1.33-3.13, p ≤ .001), and number of face-to-face contacts
from a PSOP worker (OR = 1.29, 1.01-1.66, p ≤ .05). Controlling for other factors in the model,
there were no population differences in the DR group in the risk for poverty: OR = 0.79, 0.511.25, p ≥ .05. Significant predictors of poverty in the DR model included Hispanic ethnicity (OR
= 2.82, 1.51-5.27, p ≤ .001), caregiver’s age (OR = 0.97, 0.96-0.99, p ≤ .01), number of children
(OR = 1.33, 1.17-1.51, p ≤ .001), disability status (OR = 1.72, 1.12-2.64, p ≤ .05), being divorced
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or widowed as opposed to being married (OR = 2.17, 1.04-4.54, p ≤ .05), adult mental health
problems (OR = 1.93, 1.13-3.29, p ≤ .05), prior involvement with publicly funded services (OR =
1.70, 1.09-2.66, p ≤ .05), and need for employment at case start (OR = 2.18, 1.33-3.57, p ≤ .01).
Non-White race was marginally associated with poverty at the follow-up (OR = 1.43, 0.95-2.15,
p = .08).
Hypothesis 4C: The impact of service participation variables on outcomes will vary for
foreign and native-born families.
Testing of this hypothesis involved moderation analysis, where family’s cooperation and
service variables together with a nativity indicator were entered as interaction terms into the final
multivariate models for child welfare and economic well-being outcomes. There were two
significant interactions. First, there was a significant interaction effect between nativity and
number of other contacts made by worker on later screened-out reports in the DR program: OR
nativity X number of other contacts

= 1.24, p <. 05. In addition to the interaction term, there were two

significant main effects: OR number of other contacts = 0.75, p <. 001 and OR nativity = 0.64, p <. 05.
These findings suggest that foreign-born families that received a higher number of other contacts
were at a higher risk for later screened-out reports compared to US-born families even though
foreign-born status and number of other contacts decreased the risk for later reporting. Second,
there was a significant interaction term between nativity and case management services
predicting welfare involvement in the PSOP group: OR nativity X case management services = 0.51, p <. 01.
There was also a main effect for nativity: OR nativity = 2.16, p <. 01. This finding suggests that
even though foreign-born families were at a higher risk for welfare involvement at the follow-up,
those that received case management services were at a lower risk to be involved.
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Aim 2 Results Summary
The second aim of the study was to compare families’ baseline risk, engagement in
services, and outcomes between foreign-born and US-born populations in PSOP and DR
programs. There were significant differences in baseline socio-demographic characteristics and
psychosocial risk factors between the two populations in both programs and these differences
varied by program. In both PSO and DR programs, foreign-born families were significantly more
likely to be minority (non-White), Hispanic, have more adults and children at home but they
were less likely to be single, employed at case start, have child emotional problems, and adult
substance abuse compared to the US-born population. In both programs, there were no
significant differences between the two populations on annual wages, adult mental health,
disability in a family, parenting skills, basic needs sufficiency, social support, and life skills.
Additionally, in PSOP, foreign-born families were significantly more likely to be older, receive
welfare at case start or have welfare history (except for foreign-born Hispanics), live in poorer
neighborhoods but they were less likely to have prior CPS history than US-born families in
PSOP. There were no differences between the two populations on IPV, interpersonal skills,
community resource utilization, screened-out history and county of residence in PSOP. In DR,
foreign-born families were significantly more likely to have IPV, hostile interpersonal skills,
community resource utilization problems, live in the other geographic area and neighborhoods
with larger percentage of the foreign-born but were less likely to have prior screened-out history
and live in poorer neighborhoods than US-born families. In addition to nativity differences, there
were significant differences by race and ethnicity. In PSOP, Hmong and Native Americans
seemed to fair the worst of all the groups followed by foreign-born Hispanics and African
Americans. In DR, the results were more mixed with Somalis and Native Americans having the
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highest number of risk factors. There were few differences in baseline characteristics of the
foreign-born population by English proficiency status.
Foreign-born families were significantly more likely to be reported by mandated
reporters than US-born families. Among foreign-born groups, Hmong had the highest while
Somalis had the lowest rates of mandated reporting. Among the mandated reporters, the school
personnel tended to report foreign-born families at a significantly higher rate than US-born
families. CPS reports for foreign-born Hmong and Hispanic families tended to come from
schools at a higher rate than for other groups.
Foreign-born and US-born families did not differ in the level of cooperation in both
programs. However, there were significant nativity differences in worker contacts. Foreign-born
families received significantly higher number of face-to-face contacts in both programs while
other contacts were higher for the foreign-born population only in the DR group. Contacts varied
by race and ethnicity in PSOP but not DR. Foreign-born Hispanics and Hmong in PSOP received
significantly higher number of face-to-face contacts than other groups while there were no
significant differences for other contacts. Foreign-born cases were significantly longer than those
of US-born families in both programs. Hmong in both programs while African Americans in
PSOP and US-born Whites in DR had longer involvement with the program than other groups.
There were significant differences in the receipt of case management services by nativity and
program. US-born families in PSOP while foreign-born families in DR were significantly more
likely to receive case management services. Hmong in PSOP were significantly less likely to
receive case management services than all other groups. Among US-born families in PSOP,
African Americans received the least amount of services. On the other hand, foreign-born
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Hispanics in DR were more likely while the other foreign-born group and US-born Whites were
least likely to receive case management services.
Within the PSOP group, foreign-born families were significantly more likely to be
offered higher number of services than US-born families (eight versus five different services).
Regarding different type of services, foreign-born families were offered significantly more all
but childcare and mental health services. The most commonly offered services among both
foreign-born and US-born families included emergency food, shelter or housing, basic household
needs and childcare. Family’s level of participation in offered services varied by nativity and
service type. The foreign-born population was significantly more likely to participate at a high or
moderate rate in poverty-related, employment and insurance-related, childcare services, and
parenting classes. There were no nativity differences in the intensity of participation in substance
abuse treatment. Significantly more foreign-born than US-born families did not receive needed
services. Services that were most needed but not received by the foreign-born population
included youth mentoring, tutoring and children’s programs, financially-related, and mental
health services. US-born families did not receive mental health, budget counseling, and
substance abuse services. Foreign-born families were significantly more likely than US-born
families not to accept offered services.
Several significant nativity differences occurred in outcome attainment. In PSOP,
foreign-born families, except for Hispanics, were at a significantly lower risk to receive a
subsequent screened-in maltreatment report or foster care placement and a screened-out report.
Foreign-born Hispanics were at an increased risk for a subsequent CPS involvement. In DR,
even though foreign-born families were at a lower risk for a subsequent CPS involvement in the
bivariate analyses, including screened-in and screened-out maltreatment reports and foster care
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placement, when other factors were controlled for, a relative protective advantage was no longer
present for the foreign-born. There were also several significant differences by race and
ethnicity. Controlling for time, Hmong and the other foreign-born group were at a significantly
lower risk for a subsequent CPS involvement in both programs while US-born and foreign-born
Hispanics and Hmong were at a lower risk for foster care involvement in DR. Additionally, in
PSOP, foreign-born Hispanics over time resembled US-born groups while, in DR, foreign-born
Hispanic and Somali populations had higher screened-in maltreatment rates than all other
groups except for African Americans and US-born Hispanics. US-born Whites were at the
highest risk to receive a new CPS report in PSOP while Native Americans were at the highest
risk for foster care involvement in both programs and a new screened-out report in PSOP.
Foreign-born families received significantly fewer child mental health and adult
substance abuse services in both programs. Among foreign-born groups, Hispanics in PSOP and
the other group in DR received the highest amount of services. Among US-born groups, Native
Americans received the least amount of all services except for children’s mental health in PSOP.
Regarding economic well-being outcomes, several significant effects were detected by
nativity and program. Foreign-born families in PSOP were significantly more likely to maintain
or gain employment at the follow-up while there were no significant nativity differences in DR
when other factors were controlled for. US-born Whites and the other foreign-born group in both
programs and Hmong in DR were significantly more likely while foreign-born Hispanics and
Native Americans in both programs were less likely to be employed at the follow-up. Foreignborn minority population in PSOP was significantly more likely while foreign-born families in
DR were significantly less likely to receive welfare at the follow-up. Foreign-born Hispanics in
both programs were less likely while Hmong in PSOP and Somalis in DR were more likely to
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receive welfare at the follow-up. While bivariate analysis showed that foreign-born families were
more likely to be poor in PSOP, these differences disappeared when other factors were
controlled for. Still, Hmong and Native Americans were significantly more likely to be poor
than US-born Whites and the other foreign-born group. There were no significant differences in
poverty outcome at the follow-up in the DR group.
Lastly, there were two significant moderation effects by service characteristics on nativity
and later outcomes. First, compared to the US-born, foreign-born families whose workers made a
higher number of other contacts were more likely to receive a screened-out report in DR even
though foreign-born status and a higher number of other contacts had protective effects. Second,
foreign-born families that received case management services were at a lower risk than US-born
families for welfare involvement at the follow-up in PSOP even though foreign-born families
were more likely to receive welfare in PSOP.
Results of Research Question 5
How do workers in the PSOP and DR programs understand population and program differences
between foreign and native-born families?
When asked what differences workers noticed between US-born and foreign-born
families the majority stated that a language barrier and cultural differences were the first
noticeable things. These differences contained many layers that encompassed family needs and
strengths, engagement with the program, and services received. The following sections present
workers’ perceptions about population differences in needs, risks and strengths, engagement,
cooperation and services, and outcomes in the two programs. Worker quotes are included to
provide illustrative examples of the themes generated from the qualitative analyses. The second
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half of this section provides worker perceptions regarding questions analyzed with the
quantitative data sources. The purpose of this analysis was to clarify quantitative findings.
Risks and Needs
Workers were asked their perceptions about nativity differences in family risks, needs,
and strengths. While risks and needs are sometimes used interchangeably, they are slightly
different concepts. A risk for an untoward outcome may indicate a need for services in a
particular family functioning domain while unaddressed need may lead to a risk for a particular
outcome.
Prevalence
Perceived differences in prevalence of risks and needs between foreign-born and US-born
families emerged by worker type and family’s length in the country. Workers from ethnic
community based agencies reported foreign-born families having a lot of different needs, which
tended to be ”complex and interrelated”. CPS workers, on the other hand, reported lower
prevalence of risk factors among the foreign-born when compared to US-born families.
Additionally, some workers, including one CPS worker, reported that families newer to the
country seemed to have more needs than foreign-born families who have been in the U.S.
longer. However, language barrier, use of interpreter, and cultural differences between workers
and families presented their own unique challenges to workers during the needs assessment
process. According to the ethnic agency workers, a mismatch between a worker and family
(based on ethnicity or cultural background) resulted in underestimation of needs and risks among
foreign-born families.
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Type
Overall, the majority of interviewed workers reported needs for foreign-born and USborn families to be around similar domains. However, the needs of foreign-born families were
perceived as more pronounced. Additionally, more foreign-born families, especially
undocumented, had needs for health care services but faced unique barriers that were often
absent among US-born families. These barriers included limited access to needed services due to
service eligibility criteria, linguistic and/or cultural constraints, including lack of culturally
competent providers and personal mental health beliefs. Additionally, the foreign-born
population had unique needs related to culture and/or context of living in the U.S. that increased
risk for involvement with CPS. Factors related to culture (either due to differences between one’s
culture of origin and the host country and/or things that were new and specific to the host
country) and context (e.g. legal status, low English proficiency) were identified as unique risk
factors increasing CPS involvement among the foreign-born population. These factors were not
present among US-born families. On the other hand, foreign-born families also struggled with
such factors as mental health, poverty, IPV, social isolation, discrimination, and very low
education. These factors were also present among US-born families but differed either by
prevalence, intensity, etiology, and/or symptoms. These factors are described in more detail
below.
Cultural factors. Cultural differences between one’s former way of life in a home
country and new rules and norms in the U.S. were often seen as risk factors for foreign-born
families to enter CPS and/or pose risks to child development. Cultural clash manifested in one or
more of the following ways: direct clash between newcomer's culture and life in the host

198

country, lack of knowledge of how things worked in a new country, differences in parenting
beliefs and expectations of children, and intergenerational conflict.
Direct clash between newcomer’s culture and life in the U.S. Foreign-born families
often came to CPS because they acted according to the norms and rules in their home countries,
which were seen in direct conflict with the norms and laws in the U.S. Child rearing and
discipline, care of children, norms and rules in the family (e.g. relationship between spouses,
interaction between children and parents) varied greatly. These culturally specific norms and
behaviors resulted in different definitions of CAN, which might have precipitated involvement of
foreign-born families with CPS, as their behaviors were not acceptable under the U.S. child
welfare laws. Culturally prevalent behaviors of corporal punishment and leaving children alone
or in care of minor siblings presented risks for physical abuse and child safety as well as CPS
involvement. Physical discipline was often the norm that parents experienced growing up in their
respective countries and continued to use on their children. Workers also reported violence (e.g.
IPV, physical abuse) being normalized among many foreign-born communities due to a lack of
law protection in their countries of origin. Although this translated to a need of parental
education, poverty related issues for some foreign-born groups (e.g. Latinos) were perceived as
taking priority over parenting.
“<…> the reason they get referred to PSOP and FA is because they don’t know how to
raise their kids in American way”. <…> Back in the country [they] don’t supervise the
kids, when they want to play they can play all day with their friends; they come home
when they hungry. But in America, we need to supervise the kids all the times, make sure
they are safe and they are not allowed to play by themselves. Like a five-year old cannot
go outside by themselves and play all day in America but in {omit} kids can”.
“May be culturally it was that kids just are home when parents are at work and that’s
how you get along”.
“They believe physical discipline is the best way to discipline the children”.
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“One of my clients said ‘oh, I’m just waiting when he [the child] turns 7 so that I can go
back to work so he can stay with the youngest ones’. I [the worker] said no, these things
don’t work here. ‘She said yes, because my neighbor does the same thing”.
In other countries “<…> they hide [disabled] child because people will make fun of the
child, <…> sometimes children like that are tied up outside on a length of rope. And
medical help is not sought for them, <…> would not even go to school”. <…> after three
or four months of working with them he [dad] was just shocked. He had no idea that
social workers, nurses, doctors actually helped with things like that because that was not
the case in his country. “
Lack of knowledge of how things work in the U.S. Foreign-born families often lacked
knowledge of different systems (e.g. schools, medical, child welfare, insurance, legal), norms
(e.g. dressing up in winter), and possession and knowledge of resources. Foreign-born families
were often not aware about laws of child supervision (e.g. age to be left at home alone, minors
babysitting siblings), education (e.g. how often child needed to be at school, tardiness) either
because these laws did not exist or were enforced in their respective countries or guidelines were
different. Families not only lacked knowledge about these systems but also did not know how to
access this information, get help for other needs and how to follow through a referral. They did
not understand “how things operated because it’s completely different from what’s happened in
their country”. Workers reported that lack of system knowledge was more often seen in families
that were new to the country; however, this was also present in some families who have been in
the U.S. as long as 20 years. Workers perceived lack of knowledge about community resources
and how to access this information as well as inability to access services as risk factors for CPS
involvement due to their impediment to provide for basic needs.
“They probably wouldn’t have come in to us if they would have known how or they were
able to communicate better and understand the whole system.”
“<…> so when we start to work with them they have a lot of questions; a lot of them ask
can we do this, what will happen if we do this; like I said a lot of them ask if I apply for
them [food stamps] will my child have to pay back”.
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“<…> due to language barriers they don’t know how to get help (go to food shelf, go
church where they can get clothes for kids), they don’t know English and they are afraid
to get the help”.
“<…> they don’t know what things they should be getting for their kids, it could be
something as simple as that, they don’t know they need to have them in scarves and hats
and all those things because they just came from Thailand in the refugee camp”.
“<…> they don’t know how the system works, they don’t know why you’re even in their
life, they don’t understand the laws… they are surprised that there’s a social worker in
their house because they grabbed their child because it’s their right to grab their child
<…> they are very confused.”
Differences in parenting beliefs and expectation of children. There were other cultural
differences around conceptions on what expectations for and communication with children as
well as learning environment should be, which might not lead directly to CAN but might serve as
risk factors for compromised child development. For example, workers reported that some
parents had expectations for their children to do household work at a young age (6-7 years old)
(e.g. clean the house, do laundry) and expected children to know everything. Foreign-born
parents often did not have any toys or books at home. They also did not spend much time with
their children and did not know how to play. When asked whether it was related to financial
circumstances, one worker said that it was partially related to finances and partially to
upbringing that parents had themselves, which often involved no learning environment (many
don’t know how to read and write). Patterns of parent-child communication between US-born
and foreign-born were different in that foreign-born parents communicated less with their
children.
Intergenerational conflict. Assimilation differences between parents and children were
especially acute in families with middle and high school aged children. These acculturation
differences caused a lot of conflict in the family. Parents often wanted their children to embrace
the traditional values from parents’ home countries. Children, who were often born in the U.S.,
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embraced different ideas of what was expected of them, what acceptable behavior might be and,
as one worker put “what to expect from their parents compared to what the parents are able to
provide”. These differences in expectations often led to a parent-child conflict involving
physical alterations and runaway upon which CPS would be called for.
Contextual factors. Contextual factors included one’s legal status and limited English
proficiency. Legal status was seen as a general stressor for increased mental health
symptomology, anger, poverty as well as a risk of not receiving needed services. These factors
are described in detail in the subsequent sections.
Other factors. Other factors that posed risks for foreign-born families to be involved
with CPS included unmet basic needs, low education, mental health problems, IPV, social
isolation, and discrimination. These factors often interacted with cultural and contextual factors,
creating a risk for CPS involvement.
Basic needs. Basic needs and poverty related factors, including food and furniture,
housing issues (lack of and overcrowded situations), and employment were identified by the
majority of workers as factors posing substantial risk for CAN. Although these issues were
present for both US-born and foreign-born families, among the foreign-born they did not vary by
parental education level. Foreign-born parents tended to work in low skill jobs, often in more
than one at the same time, but many also lacked employment. Both of these factors had effects of
being in a stressed state and might have translated to using corporal punishment or lack of
supervision. A related stressor was working too many hours. The examples below illustrate how
poverty may translate to risk for CPS involvement.
“I think that those kids that come from families that are struggling to get by are the kids
that come to their attention more frequently. They come in late or don’t come in at all.
They don’t have lunch money. They don’t have their school winter coats and that sort of
things. They don’t get to the after school program for their homework. Their parents
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may or may not know how to help with homework so their education tends to lag or fall
behind. The parents aren't able to get to conferences because they work night shifts or
they do whatever. Their communication is less with the school, again, because of
language or they don’t have a history of having parents who did that because it's not part
of what they grew up, so not understanding that education system and kind of what
people expect from parents <…> Or can't get off their job to get to the medical
appointment. They don’t call to cancel and, therefore, they just didn’t think it was taken
seriously”.
“<…> they don’t have transportation <…> public transportation system is not responsive
to the folks who need it. It stops running fairly early at night so people who work second
and third shifts can't access public transportation. It's just sort of those factors that then
make a family appear like they're unwilling to engage with those systems like education,
medical appointments, things like that, when it's really tied more to the fact that they can't
afford a vehicle and they don’t necessarily have the transportation to get to and from”.
Education. Foreign-born families often tended to lack education. Agency workers
specializing in serving Latinos reported that a lot of their clients had 2nd grade education.
Workers saw low education as a risk factor due to a high mobility required to keep a job and not
being able to help their children with homework.
Mental health. Workers estimated that at least 50-60% of their foreign-born clients had
mental health concerns, including clinical depression and PSTD, which were often related to
trauma. Higher symptomology was present among refugees than voluntary migrants. Refugees
often had intergenerational trauma that had been ignored by the communities they came from.
Mental health among voluntary immigrants was related to the mode of entry to the U.S. as well
as stressors encountered in the new country. Workers also reported seeing how untreated mental
health issues translated to lack of focus on parenting and ability to keep a job. A related risk was
that many foreign-born families did not want to address their own or their children’s mental
health concerns.
Intimate partner violence. The majority of workers reported seeing higher prevalence of
IPV among foreign-born than US-born families. Workers perceived that undocumented families
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and more recent arrivals were especially at a high risk for IPV. Several workers reported
suspecting IPV issues in a family and/or seeing past police records, however, family choosing
not to disclose them and deny instead. Most workers reported seeing IPV among foreign-born
Latinos though some also reported it being present among African and Asian families. In fact, a
few workers suggested that IPV among Latinos was more a norm than an exception.
“I'd say in the vast majority of families, who are Hispanic, there's domestic violence.
Other cultures, I see a smattering of it, but I don't know if that's due to that there isn't, or
they hide it, I don't know. Hispanic families, it's obvious.”
Social isolation. Foreign-born parents were often in a circle of other foreign-born parents
who were in similar circumstances, and did not have much interaction with the US mainstream
population. Recent undocumented individuals and women experiencing IPV were the two groups
that workers perceived as being the most socially isolated.
Discrimination and structural injustice. Some workers perceived higher discrimination
for the foreign-born population by authorities such as the police, medical professionals, and
school personnel. Others reported discrimination and abuse from employers (e.g. not getting
paid) and inability to get higher paid jobs despite personal capability to do those jobs.
Needs for services. Aforementioned risks translated into a lot of different services that
foreign-born families needed. One PSOP worker noted that a typical foreign-born family needed
help in everything.
“They just want help. Help, help, help, and I want it now. So usually by the time they get
to us they've been trying to survive for a while without being able to provide their family
food, clothing, shelter, medical, and then there’s something going on that they needed
help right away.”
Both PSOP and DR workers noted that foreign-born families especially needed help with
medical care, transportation (especially being able to get home after night shift), childcare
(particularly undocumented who are not able to qualify for assistance), help with filling forms,
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reading mail and preparing documents, and social support. In addition, recent arrivals had trouble
understanding the bus system and did not know how to access this information. One worker
reported foreign-born clients being not well organized and time management was a challenge.
Lastly, some workers perceived that foreign-born families could benefit from learning positive
parenting skills, such as time out or grounding as well as learning how to play with their
children. However, often parenting issues were seen as secondary.
“How can somebody come to your house and talk about discipline when they have
mental health issues, when you don’t have money to pay the rent, when you don’t have
food for the children, I mean it doesn’t make any sense. And these are the issues that
Latino families have.”
Despite the aforementioned differences, workers also saw a few similarities between
foreign-born and US-born families related to parenting. Workers noted that parental love for
children was universal in that all families wanted to do the best with what they had and what they
knew. Another similarity was the link between present parental attitudes and behaviors and
experiences of parents growing up in their families of origin.
“<…> a lot of it is based on how they were raised and what they’ve experienced, how
they then choose to parent”.
“<…> I think a lot of times it has to do with how they grew up, that it was done in family
and they see it as normal; it continues the cycle”.
Strengths
When asked about strengths among foreign-born families, workers reported foreign-born
families possessing a number of strengths, mostly related to family values, strong work ethic,
and survivorship. Another strength that workers noticed was relatively rare substance abuse
issues in a family. The foreign-born population was seen to possess a higher number of strengths
than US-born families. One worker reported wanting US-born families to possess some of the
strengths that foreign-born families had.
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Workers reported foreign-born families being very family oriented, having a great sense
of family unit, family cohesion, and strong parent-child attachment. As one worker noted “<…>
their strengths are within their families”. Many foreign-born families also had strong support
system (e.g. extended family and community or other support network) and were very close to
their ethnic communities. This often translated into receiving help with childcare, transportation
or grocery shopping among other things. In contrast, workers reported US-born families being
often on their own and not having good relationships with their extended families.
Workers described the foreign-born population to be hard working and taking pride in
their work. Many of them had American dream mentality and wanted to work instead of rely on
assistance.
“<…> they are survivors with the little that they have <…> a lot of them want to get their
visas here and stay here to work and it’s not that they come here to ask help from the
county, there are a lot of hard workers, they work very hard”.
“I think that in the [foreign-born] families there is still that American dream vision, the
desire for your kids to have a better life, to get an education and to succeed”.
Workers reported foreign-born families possessing a lot of strengths related to their
hardships and strong will as well as bringing wealth of information and knowledge from their
home countries. Workers also noted that the foreign-born were very creative in trying figure out
how to get things that they needed.
“<…> the biggest difference is that Hmong as an ethnic minority group without a country
has made us as a people much, I think, very proud and added to our resilience in terms of
always being perpetual refugees and having to know how to survive wherever we go and
that has actually aided our resiliency”.
Engagement, Cooperation and Services
Most workers perceived differences in engagement, cooperation, and consideration for
services between US-born and foreign-born families.
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Engagement
Engagement with foreign-born families was often seen as a more difficult and longer
process compared to that of US-born families. The hardest group to engage with was
undocumented immigrant families. Difficulty in engagement was attributed to fear of the
government, language and cultural barriers, prior experience with CPS, legal status, recency of
arrival, workers’ comfort level, and family’s perception about a worker. Workers reported that
foreign-born clients were more reserved than US-born families and were not used to speaking up
their minds. Due language barriers, workers often had to use language phones and interpreters
when making contact with a family, which presented additional challenges to the engagement
process. In general, engagement presented problems to the assessment workers and not case
managers. Those families that agreed to be involved with the case management services were
eager to participate in the services.
Workers’ ability to build trust with a family was seen as a key factor to a successful
engagement. Workers used different strategies to achieve it. For example, community agency
workers reported separating themselves from county CPS when talking to families. One CPS
county office noted that difficulty in engagement resulted in workers having to make a conscious
effort to think through an engagement strategy for a subsequent visit. Workers reported
challenging themselves in an effort to build trust with a foreign-born family (e.g. consulting with
someone else at the agency, inviting other family members to be present, asking questions about
family’s culture). A supervisor from the same county reported:
“I just think one of our biggest strengths as an agency is that we have workers who have
been here quite some time who really believe in this model [signs of safety] and the
practice and engagement and really take it on themselves if they're not getting the results
<…> not that the family is resistant or won't work with us, that's we've got to figure that
out. So that's a challenge on most of them to figure it out and part of probably why they
like their job. That's a really good thing. I don’t think that it's a barrier that we don’t get
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past. It's just it's time -- we just need to slow it down a little bit and think it through.<…>
My worry as a supervisor is would it be easier to just say the family doesn’t want services
if they're a little bit more challenging to engage because there's a cultural difference.”

However, there were a few workers who did not see a big difference in engagement
between US-born and foreign-born families, especially those foreign families who have been in
the US longer and were conversant in English. Additionally, one county PSOP worker reported
that foreign-born clients were easier to engage with because of their very high needs and desire
for help. The same worker reported observing differences between immigrants and refugees,
with refugees being harder to engage with. Still another community agency worker reported that
families new to the country were more receptive to services than those that have been in the
country for a longer time due to a high need for help to navigate the U.S. system.
Workers’ perceived differences on engagement between foreign-born subgroups.
Workers noted differences in service approach between foreign-born groups based on English
language proficiency, length of stay in the U.S., and country of origin or cultural background.
Language proficiency. Workers perceived their work with low English proficient
families as more challenging. Workers reported that such families were harder to engage with
and were more likely to be perceived as noncompliant. Working through an interpreter presented
additional challenges, including connecting with families, under-assessment of family needs, and
limited unannounced visits, which might have translated into different dynamics in foreign-born
compared to US-born families in the DR program (unannounced visits were more common in
DR). Workers also reported that low English proficient families were much more reliant on them
and needed a more detailed explanation of most things, including explanation of the very
concept. This process was perceived as very time consuming and taking a lot of worker energy.
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“When I’m trying to explain services or explain how things work, a certain system <…>
it's just harder and sometimes I don’t always have the right words for interpreter to
understand exactly what I’m saying, so I think that that's more difficult to do when I’m
using an interpreter.”
“<…> if I talk to you about discipline you already know what discipline is but for these
people [low or none English proficiency] you have to say: ok discipline is you have to set
limits with your child, you have to work on routines, this is what you have to do. You
have to go step by step. <…> so you are going to have to repeat the same thing over and
over and over, just to explain the concept.”
Cultural background. Perceptions regarding differences in engagement process based on
family’s cultural background were rather mixed. Some workers reported that they did not see any
differences in the engagement process based on family’s country of origin or cultural
background:
“For me every culture is not that different, not really different. They have that fear that
they don’t know you. I’m a caseworker but I’m a stranger. When I first approach them
everybody is the same, they will not share the information with you unless you do a
couple home visits, get to know them, they get to know you and they feel safe or they feel
that they can tell this person how I feel. I see that in every culture. Once I get to know
them it’s not that hard to engage with them.”
On the other hand, some workers reported that families from certain countries were easier
to engage than others. For example, one worker perceived Eastern European and African
families as being more difficult to engage with than Asian and Middle Eastern descent families.
Length of stay. Families that had been in the country for longer were perceived as being
easier to work with; however, recent arrivals were viewed as being more open to services due to
a high need to get stabilized.
Cooperation
Contrary to engagement, which seemed to be more difficult and longer, cooperation was
greater among foreign-born compared to US-born families. Several workers attributed this to
foreign-born families being not as system savvy as US-born families and having a greater respect
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for the authority. In fact, several workers noted that foreign-born families thought they had to be
involved with the program and participate in services.
“We offer people to do a mental health screening on their children. It's entirely
voluntary. <…> And I explain that. And what I heard back was ‘I will do it if you want
me to do it.’ And I don’t hear that from families born here. So then I would explain it's
not about what I want. It's about if you want this, if you have a concern about your
children <…> this woman, again, said to me ‘Well, I'll do it if you want me to do it.’
And I had to point blank say, “You will not be in any trouble if you say, “No, you don’t
want this.” And then she said, “Okay. No.” So it's just about spending more time.”
On the other hand, US-born families were more likely to ask their workers directly about
type of things they could expect to get help with before agreeing to participate in the program or
other services. Other reasons for a greater cooperation among foreign-born families included
them being scared to get into trouble with the law (especially for first time encounters), which
might compromise their legal status and/or citizenship application, eagerness to learn more about
the U.S. systems, and being open to change. Additionally, workers reported that foreign-born
families were willing to do things right away compared to US-born families. At the same time
ethnic community agency workers noted that the level of cooperation varied between those
foreign-born families who wanted to be independent and those living with an extended family,
which might serve as a social control agent. Workers also perceived foreign-born families as
being more appreciative of help received compared to US-born families.
“Generally immigrant families are <…> very hospitable. When we come out to the home
-even though there may be some fear- there is always generally a respect making sure
that there are refreshments or that we are comfortable and have a place to sit and things
like that <…> it doesn’t always mean that we agree on the conversation but in terms of
them being gracious, in terms of us coming to their home I cannot think of an immigrant
family that I had to chase down where American families sometimes they avoid, they
would not return your phone call or you knock on the door and you know they are home
but they would not answer.”
“<…> they [foreign-born] are willing to learn new things. They cooperate with the
program if they know what they did is wrong. They are open to learn and do the right
things. They adapt, learn, they have an open mind. They do wrong because they don’t
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know but once they learn they are open to change and cooperate with the agency to have
a good family, have good relationships and communication with their kids”.
Regarding differences between the two programs, PSOP families who got into the
program with community agency referrals were seen as more cooperative than DR families;
however, cooperation was similar between screened-out report referrals in PSOP and DR
families. At the same time, more referrals for foreign-born than US-born families in PSOP came
from community agencies.
Services
Considerations for service referrals
Workers reported that the top considerations for a service referral included language and
cultural match between a foreign-born family and a service provider as well as family
preferences. Some workers did not distinguish cultural from linguistic issues. Among those
workers that did, a cultural match was considered secondary to a linguistic match. Nevertheless,
a cultural match was important, especially if it involved religious preferences or gender of a
service provider. Several workers noted that occasionally there was a conflict between family
members (usually parents and children) about whether they wanted services from a cultural or
mainstream provider. When it was not possible to find a linguistic match, services were offered
through an interpreter. In instances when interpreter services were not available, families
received very limited services. Workers noted that cost and/or insurance and legal status were
not important factors when services were provided through CPS county and community agencies
that served as contracted providers for PSOP or DR programs. However, these factors became
big barriers when services had to be provided through other options. Workers noted that the
majority of foreign-born families could not afford to pay for services based on a sliding scale.
For example, even a cost of $5 prevented family from obtaining a service. Transportation was
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identified as another consideration for referrals, especially if service providers were located in a
different county.
Service approach
When asked whether workers’ service approach differed between US-born and foreignborn families they served, most workers reported that it did not because they individualized each
case. However, workers reported putting more effort, being more mindful about the cultural
differences, and believing that education piece about the U.S. laws might have been missing
when working with foreign-born families. For example, several workers reported that they
helped foreign-born families through the whole referral process (e.g. make appointment, call the
provider, and fill out forms) while one worker said that she tried really hard to see children of
foreign-born parents at their home instead of school so that parents did not become suspicious of
CPS. Workers reported that they went into family’s home being open to learn about families’
ways of living. However, only one worker reported making a conscious decision to understand
whether a referral to CPS was due to cultural or other reasons.
“Once I go through that [going through details of a report and agreeing upon what
happened] with families born here it's like: o.k., here's the issue, how are we going to
resolve it? <…> With an immigrant family I say: o.k., tell me, why is it that your child
wasn’t in school? And they may say, ‘Well, because we needed her at home to help
watch, whatever, another child.’ And at that point I'll say: tell me what it's like in
whatever country they came from, what is school like? <…> I ask them whatever the
issue is, how is that handled in the country that they come from. And unless I do that, I'm
not ever going to know why they're doing what they're doing. And they're maybe not
going to understand why I'm saying, ‘You can't do that.’ So that's where the approach
changes for me <...> If the issue is not cultural, then the issue is within the family, and I
can narrow that down. I have to find out if there's a cultural difference first.”
The same worker added that ignorance of cultural differences on part of a social worker
presented risk for foreign-born families to receive ongoing child protection services and possibly
even a termination. One county’s supervisor added that workers were more attentive when there
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were differences between them and families; however, there was a normal hesitancy among
workers, especially when making a first contact with a foreign-born family.
Most workers reported that the foreign-born cases were longer and/or required greater
worker effort (e.g. find a resource, make referral, engagement). More time was spent on
discussions how services could be accessed, what to expect from a service provider, and why
certain things could or could not be done.
“It takes more time [immigrant families] than the rest of the population because you have
to teach them from the bottom. Even with the language, I mean we speak Spanish
[agency specializing in Latino families] but to those people you need to simplify the
Spanish. It has to be very very simple when you communicate with them. And you have
to take them literally by the hand and teach them everything: that’s the approach that we
use.”
Cases involving extremely isolated undocumented families tended to be even longer as
opposed to those quick “ins and outs” that were possible due to family and community support in
the area. Additionally, ethnic community agency workers serving Hmong reported that when
working with Hmong families, workers had to be less direct in their assessment and service
processes, especially when asking questions translated from English.
“One question in English, depending on the content may be interpreted into a paragraph
or a story because you have to provide the context as to why you are asking that question
or the family’s gonna shut down and not give you any answers. Part of that rapport
process is understanding how to ask the question in appropriate way that’s not gonna be
offensive and that also depending on gender dynamics you have to adapt so that you’re
being culturally appropriate as well.”
Level of participation and type of services offered
Several CPS county workers reported that more foreign-born families were reluctant to
accept case management services than US-born families and preferred to work on solutions
themselves or with their families. On the other hand, foreign-born clients were much more likely
to accept case management services from a cultural provider, such as a contracted ethnic

213

community agency. The difference in service acceptance was especially stark for undocumented
immigrant families. Workers perceived that the reason for such discrepancy was due to high
needs of foreign-born families (more likely to accept) and fear of a governmental agency (less
likely to accept from CPS). The foreign-born population, especially undocumented immigrants
and refugees fleeing government persecution, tended to be very suspicious of governmental
agencies due to the fear of having children taken away and ending up in jail. Workers also
noticed that level of participation in services varied by referral type. Foreign-born families were
less likely to accept services if a referral was for IPV and/or child discipline.
Overall, many PSOP families received services, which were very similar to those of DR
families that participated in case management services: help with parenting, therapy, housing,
employment, and community resources. Some workers reported that foreign-born clients needed
more services than US-born families and that new needs would always come up during the case.
Workers reported that service type did not vary much by nativity. At the same time workers
reported that addressing the volume of basic needs in foreign-born families precluded working
on parenting issues due to time constraints of the program. In fact, a CPS referral often served as
a getaway to other services for foreign-born families.
“A lot of time it’s a domestic or left child alone or whatever the reason is, something
minor compared to everything else that they are need of and you go in and you are told
maybe like about 20 issues that they have and you are able to connect them maybe to half
or 75% of the resources and it’s like because maybe the lady disciplined her kid in a way
that maybe it wasn’t according to the law and they got reported but they got help for so
many other things that they had going on.”
At the same time parenting concerns were present. Ethnic agency workers reported
bringing books and toys to families’ homes as children of foreign-born parents rarely had any.
Workers also reported reading books to children (parents often could not read) and teaching
parents how to play with their children. Additionally, foreign-born families were taught how to
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access community resources (e.g. United Way 201 tool, list of resources) while those who chose
not to participate in the program or not reveal their needs were given a resource booklet.
Service barriers
Workers identified a number of factors that impeded service provision for foreign-born
families. These barriers are described below.
The biggest barrier for undocumented families was limited access to services. While legal
status was often not a factor in service provision through CPS funded mechanisms (case
management services and 30 hours of mental health and in-home services in some counties),
families without legal status could not access community services that required a proof of
documentation (e.g. social security number [SSN]) or that did not financially help for those
without insurance. Undocumented families could not access government welfare benefits unless
they applied through their US-born children. Housing options were also very limited as the
majority of rent applications required SSN and a two month deposit. Ethnic community agency
workers reported that families would often be the ones telling workers which landlords did not
require SSN, and workers would provide transportation, interpretation, and help with filling
forms. For services outside CPS or contracted providers, lack of medical insurance and legal
status presented challenges for foreign-born clients to obtain needed services (e.g. therapy).
While lack of legal status and insurance often went hand in hand, one county reported providing
medical insurance to the undocumented. However, knowledge of such resource varied by
worker. Overall, inability to obtain medical insurance was seen as the biggest issue facing certain
foreign-born groups (mostly Latinos).
Lack of providers with linguistic skills, particularly for counseling and in-home services,
and lack of culturally appropriate resources, such as translation of documents were additional
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challenges to participation in services. Service availability varied by county and culture, with
Latino and certain African providers being much more available than those representing smaller
population groups in the U.S. (e.g. Eastern European). Even when culturally specific services
were available, they often had long waiting periods to get in.
Families’ low English proficiency presented barriers for families to seek help on their
own. Workers reported that families did not know how to obtain food and clothes and were
scared to ask for help.
Some foreign-born families refused to access services that they qualified for and/or
obtain other needed services (e.g. mental health) because of stigma or other beliefs. For example,
workers reported that the majority of undocumented Latinos did not apply for SNAP benefits
(they were eligible to apply on the behalf of their US-born child) because they believed that they
would have to pay back and because there was a great sense of pride and desire to be
independent.
Lack of transportation was another service barrier identified by workers. Both CPS and
community agency workers reported providing assistance with transportation (e.g. bus passes,
gas vouches, giving a ride) to get to needed community services.
Outcome attainment
Workers were asked if they saw differences in outcome attainment between the two
populations. To gain this information the workers were asked a general question about their
perception on outcomes, and if probed further, they were instructed to think about short-term
(e.g. improvement in family needs, attainment of service goals) and long-term outcomes (e.g.
recurrence to the system or program) alike.
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The majority of workers reported that both programs were successful. One county’s
PSOP coordinator reported that 80% of PSOP acceptors stayed with the program until the end.
However, ethnic community agency workers expressed their concern about families’ long-term
stability. Workers said that families “were a little bit better off but not exactly stable” due to a
short duration of both programs and high needs of foreign-born families. The majority of
workers noted that most families in both programs did not come back to the system. The foreignborn population, however, was perceived as being less likely to recur than US-born families.
Workers attributed lower recurrence to foreign-born families having better family and/or
community support and original referrals to the programs being due to cultural reasons. Hence,
learning about child discipline and supervision rules resulted in families not coming back to the
system. At the same time, there was one PSOP worker who noted that a good number of families
came back to the system, either through CPS (DR or traditional response) or PSOP. The same
worker perceived greater risk for recurrence, especially neglect, among foreign-born families,
particularly the undocumented, as ability to provide was more compromised among this
population. Common reasons for recurrence included mental health, IPV, substance abuse,
poverty, and isolation. Social support was seen as a moderating factor between family risks and
recurrence.
Regarding short-term outcomes, workers did not see big differences between the two
populations. Case managers reported that a case was closed when the service goals were met.
Hence, differences occurred in the process but not in outcomes. However, one worker mentioned
that it was hard for foreign-born families to retain all the information given during the program
and that she did not feel confident that families could do things on their own.
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Families in both programs experienced improvements in learning about resources and
parenting and acquiring needed services. In addition, DR families had improvement in mental
health and family dynamics. Foreign-born families in the DR program experienced substantial
improvements in parent-child communication and resource attainment. They also tended to share
with their communities about newly learned resources. At the same time, some workers
expressed hesitancy about foreign-born families using newly learned parenting techniques for
child discipline although they were confident that parents found solutions for child supervision
issues.
“I think we do come across some people that are very eager to learn and want to change
their ways of parenting but for the most part people would listen to you, be respectful,
they will go through the motions but I don’t think they are necessarily changing their
discipline style.”
Other Themes
Other themes generated from worker interviews included challenges to program workers
and recommendations for best practices with foreign-born families and program improvement.
Challenges to program workers
Workers perceived their work with foreign-born families as more challenging and often
requiring a greater effort. These challenges were due to family and cultural factors as well as
contextual constraints. The following presents worker perceived challenges in their work with
foreign-born families due to mental health beliefs, resistance to learning new child discipline
ways, system challenges to handle parent-child conflict cases, unwillingness to disclose family
problems, lack of resources, cultural differences between workers and families, and dependency
on a worker.
Mental health beliefs. Parental mental health beliefs and stigma around mental health
issues were seen as reasons for not engaging in services to address parental and children’s mental
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health needs. These factors, in addition to a language barrier, presented challenges in identifying
families in need. Workers also reported cultural differences regarding beliefs about the
psychological effects of abuse as well as punishment of perpetrators. Resistance to mental health
services varied by culture, with African and certain Asian communities being the most resistant,
and often attributing mental health issues to spiritual causes. These factors presented challenges
to engagement in services and treatment as well as impacted disclosure and reporting of CAN.
Resistance to learning new child discipline ways. Workers reported difficulties with
parenting education, with parents having their own ideas on what acceptable parenting was and
resisting to learning new ways of discipline.
“I was raised in this way and I did fine. I know better. Teaching them about how it works
here is difficult”.
Parent-child conflict cases. Workers reported their own and system challenges in
working with parent-child conflict cases related to different levels of acculturation. These cases
tended to come either to CPS, adolescent or children’s mental health services.
Unwillingness to disclosure family problems. Disclosure of family problems, such as
IPV, was perceived to be lower among foreign-born families. However, this was an issue mostly
for CPS county workers and much less for ethnic community agency workers.
Lack of resources. Workers reported frustration about lack of resources for foreign-born
clients in the community. They felt that they could not do enough to help families in need.
Cultural differences between workers and families. Workers perceived their direct work
to be more challenging with the foreign-born due to cultural differences between themselves and
families. For example, assessment process was much more difficult and longer due to having to
use an interpreter. Workers reported challenges when working through an interpreter due to
concerns about privacy, possibility about interpreter’s enmeshment with a particular family
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member, difficulty in the translation process itself, information loss, and difficulty with reading
into a situation. Workers perceived that their work not as effective when interpreter was
involved.
“I think that in translation I find that a lot of times I have to ask things maybe a couple
different ways to really get the answer that I want so whether I am not asking the right
question or the interpreter isn’t asking it correctly- it is a little bit more difficult and
challenging.”
“You just loose some of those things that are really important in this work and that person
to person sort of interaction around that <…> In our world, those little things can make
the difference between a real safety worry and not one”.
“When I go into a family that speaks my language I can kind of read into all the people in
background talking you know, what the parents are saying to the kid in the background,
or what the uncle is saying behind me and a lot of times you only know what the
interpreter is telling you, so it's harder.”
Workers reported that they had less flexibility in dropping in to see a family unannounced
because an appointment for an interpreter had to be scheduled at least 24 hours in advance.
Workers also reported using children as interpreters in those situations when an interpreter was
not present (e.g. family did not request it or a worker showed up unannounced) and when a
family had a lot of questions or was in a crisis. Additionally, workers described frustration when
clients had difficulty in understanding the system after multiple explanations. Lastly, several
female workers reported challenges in working with patriarchal families, as this presented a
barrier of being taken seriously and being listened to.
Dependency on a worker. Dependency on a worker was sometimes a concern among
foreign-born families in the PSOP. Several workers reported that it was much harder to get out of
foreign-born family’s life because they really wanted to see the worker and continue working
with them.
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Recommendations
Workers proposed a number of recommendations that could improve cultural
competency, program design and address service barriers faced by foreign-born families.
Best practices working with foreign-born families
To gain workers’ perception about the best practices while working with foreign-born
families several questions were asked: “What are some key things you would tell a beginning
worker about working with foreign-born families?”, “What techniques have you developed to
address cultural differences?” and “Is there anything else you would like to tell me about
working with foreign-born families?” The following describes workers’ recommendations about
such practices.
Always offer interpreter. Workers noted that even if a caregiver seemed to be have a
fairly good command of English she/he might feel more comfortable about conversing in the
native language. Additionally, there might be other family members whose English was not as
good. Even when a family reported speaking English fairly well they might not understand legal
terms, therefore, a situation might become tricky if there was no interpreter present. Workers
especially recommended having an interpreter during the first visit when paperwork was
involved.
Cultural education. Workers recommended educating oneself about culture and history
of a community. Some workers noted that in-service educational opportunities were helpful to
learn general things about a particular culture (e.g. direct eye contact may be disrespectful in
some cultures). Workers noted that gender and religious background of a therapist or worker
might be important to some families.
“<…> I maybe got a few of sheets of different bits of information about different cultures
and I wish I could have one for every family that I am going out with. Now I’ve got the
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Ukrainian family. Let me see what I can read about this because if I can at least know a
little bit about the culture before I go out, I think that is helpful.”
However, workers warned against making assumptions about an individual family based
on generalities about a particular culture.
“People from the same culture might have similarities, but they are -- their backgrounds
are different <…> They are different from the last Hispanic family you worked with and
-- just to keep an open mind”.
“I'm hesitant to separate you work with these families this way and you work these
families this way. It's we work with all families in a way of open learning as much as
you can find out about that family. They're new, they're different than you, everyone of
them is different. They all have different strengths or risks in their family. How do you
figure that out?”
“I remember in school taking cultural social work class and I'm like this is just crazy
because yeah you can learn about a culture and where they've come from but that doesn’t
mean that that's how every Somalian family lives <…> That's where I have a hard time
with the whole piece because I think every family just deserves to be looked at
individually, social work is not cookie cutter-work, and if it is, you're probably not being
very effective.”
Practicing social work skills and looking at culture as a strength. Workers emphasized
the importance of practicing social work skills, including openness, empathy, and nonjudgmental
attitude. Workers noted that empathizing with a family that it was hard and intrusive for them to
have someone else in their home [DR program] helped a family feel more comfortable and
understand that the worker did not come to take the children away. Workers also empathized
sincerity in their desire to know the family and showed interest in their culture. This helped to
understand reasons for referral to the program and family’s preferences for services. Workers
reported that these strategies helped build trust.
“I just think you need to treat each family individually and have good honest
conversation with them. They're human beings, sit down and respect them, respect their
culture, respect their religious beliefs, I don’t know, I think that's a universal social
worker skill. I mean it's pretty much a core value.”
“I am not going to know everything about all these different cultures but if I can at least
just stay open to hearing their side of things and why they might do what they do or why
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they think what they are thinking. I guess I figure that is the best that I can do to help
them feel comfortable and have a productive meeting with them, really get something to
come out of it, try to help them.”
Listening skills and helping attitude. Workers recommended practicing good listening
skills and having helping attitude from the start.
“I think that the key things are just really listen, and empathize and ask questions. I mean
just learn about what the differences are and how to work together and help”.
“A big thing what I do and what I’ve done is listen. Listen to what they say, listen to what
their needs are, what they are asking for and trying to connect them with what I think is
appropriate <…> [need to be] willing just to listen because a lot of times you are
providing that specific resource of just listening to them”.

While workers agreed that DR had helped to shift the focus in CPS to a helping approach,
they thought this point should be particularly empathized with foreign-born families due to the
fact that many were scared of the government and losing their children:
“We just try to explain what family assessment [DR] is, and that we're just there to try to
help, to try to alleviate some of those fears, because I think the government, it can be a
very fearful thing, so, we try to be sensitive of that, and try to just see what they needs
are, and see if we are able to help them <…>”.
Patience and commitment to help a family. Workers noted that it was important to be
patient with families even before meeting them and be prepared for an extra effort on workers’
part. Workers reported having to go “above and beyond” than they would normally do in order to
help families get what they needed. Most workers reported having to do a lot of basic education
about the US system:
“If you are sick don’t go to ER, make doctor’s appointment, they are not going to refuse
you <…> and we had to teach them kids curfew”.
Additionally, ethnic community agency workers reported that they often did not get to
things that they planned to discuss with families during a meeting and always found more needs
than initially noted on a referral or assessment by a county worker. Workers were usually the
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only person that isolated women could talk to and women often chose to talk about a particular
situation in a family that was important to them at that particular time.
Clarification. Workers noted the importance of frequent clarification to make sure that
everyone involved in a discussion understood things talked about. Workers reported having more
discussion going back and forth with foreign-born families about their needs, especially if an
interpreter was involved. Workers also recommended asking questions to make sure that the
communication with the family was very clear.
Answer ‘why’ question often. Workers reported that they needed to help family
understand why they were at their home, reasons why certain things could not be done as well as
examples of what things were allowed for them to do.
Engage the whole family and use family’s supports. Workers thought that engaging the
whole family and family’s supports (extended family, other networks) was helpful because a lot
of foreign-born families were family and community oriented. This was also helpful in IPV
situations when an abuser was living at home.
“<…> more often than not they try to keep the family together [in IPV situation] <...>
They may have an issue of leaving them [children] alone and there’s two parents so let’s
try to work it together. We just try to get the family engaged and hopefully the abuser
gets it.”
Workers also reported that a family group decision making program greatly facilitated the
process of bringing formal and informal supports to the families and coming up with a safety and
support plan for children and their families.
Finding out if an agency takes the undocumented. Workers noted the importance of
finding out if an agency that they were planning to refer families to served undocumented
persons. A family should not be put in a position where they started an intake process and found
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out that they were not eligible for services due to their documentation status. Additionally, there
was a chance that the family might be reported to the immigration authorities.
Little things can make a difference. Workers noted that some foreign-born families
appreciated when workers took their shoes off at family’s home and felt respected when a
worker took family’s offered beverage or food. Workers reported that sometimes an interpreter,
if from the same culture, informed them about culturally appropriate behavior prior to the
interview. One worker noted that she made an effort to learn a word or a phrase in family’s
native language in order to greet them and make them feel at ease:
“I try to learn a few phrases, hello, goodbye, please, thank you, that kind of thing <…>.
That seems to be very important to them and mean a lot to them, if I can say a few words
in their language. I also will ask them, "What do you call this is Arabic?" And I'll try to
learn a few words, so, that's just so they feel more at ease I think.”
Empowering families by giving them a choice. One worker noted that she made a
conscious effort to offer families a choice between several options for services or further action:
“Always give them a choice, not necessarily saying this is what is right and you should
do this but it’s more like you have this option and this option, what do you think? And a
lot of times they will ask you ‘what would you do?’ <…> I like to give options b/c a lot
of times, especially in child protection issues well you have to do this and this and this or
if they are in the domestic situation they are used to being told what you can and cannot
do and I like to give them options so that they feel like they are taking control of every
decision that they are making.”
Attention to child safety. One county’s supervisors warned against overlooking a real
child safety issue or risk while trying to put cultural pieces together.
Program improvement
The workers were asked to think of ways that DR and PSOP programs could be improved
to better meet the needs of foreign-born families. The most frequently identified areas for
improvement included availability of additional services and resources, greater allocation for
financial assistance and funding for other services, and extension of time limit to work on cases.
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More services and resources. The majority of workers reported their frustration
regarding limited availability of culturally competent providers (especially in-home workers and
therapists) and resources for foreign-born families and perceived that those provided through an
interpreter were not as effective as they could be. Workers thought that greater availability of
such services in the community might also be very helpful as aftercare supports. A central place
with providers that could help meet different cultural needs was also proposed.
Cultural match between workers and families. Workers from the ethnic community
agencies reported that they felt immediate rapport with families who were often from the same
ethno-cultural background. They also reported their concerns about CPS workers’ (usually
Caucasian) ability to help families address their needs. Foreign-born families reportedly did not
know how to talk to a worker who was from a different cultural background and, therefore, were
scared to be misinterpreted. At the same time, workers noted that some foreign-born families
might prefer to work with a worker from a different cultural background due to privacy concerns.
“<…> when they [CPS workers] come for the first time to see a family, families do not
open up. So ok if they say the case was opened because <…> you have a domestic abuse
issue so people lie about it, say that they don’t have any issues. But as soon as the case is
referred to us [ethnic community agency] they start opening up: we don’t have any food,
electricity will be cut at the end of the month, etc.”
Supervisors and several workers identified that culturally diverse workforce was one of
the most pressing issues, and suggested that laxing educational requirement might be one
solution.
“I'd love the folks who work here to be more reflective of the folks that live in our
community. The ones we have, I feel we overuse them <…> we are so glad to have them
but at the same time, for them, I'm sure they feel overwhelmed at times.”
Use of community agency workers to work with foreign-born families. CPS county
workers perceived that foreign-born families’ unwillingness to open up was due to the fact that
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they represented a governmental agency. For example, one county’s PSOP coordinator reported
reassuring families that they would not be working with CPS and instead would work with a
community agency (not specializing in a particular culture) while another CPS worker suggested
having culturally specific community agencies conduct assessment and provide case
management services for foreign-born families, similarly to culturally specific services available
for Native Americans in the area.
Worker specializing in foreign-born cases. Workers suggested having a worker
specializing in foreign-born cases since resources for foreign-born families were often very
specific, and workers had to relearn them each time they worked with a foreign-born family from
a particular culture.
Communication with different systems. Workers reported that there was a need to have a
better ongoing communication with different systems, particularly education and medical, and be
educated on immigrant related issues. Workers perceived that these systems were often reporting
foreign-born families unfairly due to the lack of education about cultural and contextual issues
faced by the population.
Trauma focus in service provision. A supervisor from an ethnic community agency
suggested integrating ethnic community agencies with trauma service providers to provide
trauma informed services. A great number of foreign-born families suffered from trauma
symptoms, including PTSD, and such services would help better address the needs of this
population.
Agency’s continued support of cultural competency. One county reported explicitly
using the “Signs of Safety” framework, an approach developed by Andrew Turnell, to facilitate
engagement with high risk families. In this framework, cultural competency was seen as a self-
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reflective endless journey. A county practicing this model reported asking such questions:
“How are we looking at this family? Are they worth doing business with?” Workers also
reported benefiting from cultural trainings and wished for more training on different cultural
groups.
Increase funding for services. Workers suggested increasing financial allocation to
support families’ basic-needs and increasing funding for other county provided services (e.g.
counseling).
More time to work on cases. Counties with fewer hours allocated for the case
management services of the two programs (e.g. DR: 3 months, PSOP: 20 hours) reported that
more time was needed to address families’ needs, particularly parenting issues, and monitor the
progress of the outcomes. Workers also noted that some services, such as U visa, took a very
long time and families needed help throughout the process. Ethnic community agency workers
reported that they often continued their involvement with families after case closure to help with
interpretation, filling forms, and/or communication with an attorney. These workers suggested
making DR case management services mandatory and extending cases to six months to help
address some of the issues experienced by foreign-born families.
Translation of documents and resources. Many county workers reported that there was a
lack of paperwork and resource guides available in other languages than English and Spanish.
Workers also noted a need for a fast translation. Lack of these resources resulted in sending
letters to families in English knowing that they would not be able to read them without someone
else helping them.
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Long-term support worker for foreign-born families. Since foreign-born families had a
lot of different needs and faced barriers accessing services, workers thought that a long-term
support worker who could help navigate different systems might be helpful.
Other improvements. Workers suggested several other improvements that were not
directly related to the two programs. One of the suggestions made by both ethnic community
agency and county workers was to educate foreign-born communities about the CPS system and
its work in order to reduce reports due to cultural misunderstandings as well as reduce
misperception about CPS’s work. One worker thought that a weekly or monthly support group
could help facilitate such educational process. Another suggestion was to get families’ feedback
on whether CPS workers were meeting family’s needs and were culturally sensitive. Workers
reported that they were able to understand if they were meeting the needs of US-born families
much better than of the foreign-born.
Qualitative Results Explaining Quantitative Findings
Workers’ Perceived Differences between PSOP and DR
Several workers reported that families in both programs were very similar in terms of
risks and needs, with an exception of active substance use and parenting (DR families had more
problems in these areas), and that PSOP families were “just on the line” of being screened-in.
“I see them one phone call away different than somebody who didn’t report one extra
sentence. It would have been a family assessment [DR].”
On the other hand, other workers saw PSOP families being in need of learning how to
access community resources while DR families needing substantially more guidance around
family communication issues. DR families also had more issues with IPV in presence of children
(reports without presence of a child were more likely to come in as a screened-out reports),
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problematic mental health, and housing (more likely to be homeless in winter, however, in
summer homeless cases tended to come through PSOP).
Variability in worker opinions about differences between the two programs might have
been due to differences in family characteristics based on a referral source. Self-referrals in
PSOP, comprising a small proportion of all PSOP cases, were seen as being lower risk compared
to families in the DR program. Community agency referrals in PSOP often signified unaddressed
basic needs of PSOP families while screened-out reports might be comparable to DR cases.
Worker Perceived Reasons for Referral of Foreign-Born Families
PSOP program. According to the PSOP workers (n=6), reasons for PSOP referrals of
foreign-born families had a lot to do with poverty (e.g. help with basic needs, access to
healthcare) as well as parenting issues (e.g. child discipline) that did not reach the screened-in
threshold (e.g. no marks left). The reasons behind these referrals had to do with cultural
misunderstandings, lack of knowledge of community resources and laws, ineligibility for
services, structural factors, and hesitancy by larger systems.
DR program. Workers in the DR program (n=9) noted that there were similar types of
referrals for both US-born and foreign-born families. However, the reasons behind referrals
differed by nativity, with foreign-born families being often referred due to cultural differences
between what they were used to in their home countries and the laws in the U.S. as well as
acculturation conflict within a family. On the other hand, reasons for US-born families were
more likely to result from lack of following through on referrals from a prior provider either due
to a personal choice or ability impaired by mental health or developmental delay.
The most common referrals for foreign-born families reported in worker interviews
included: physical discipline (n=7), both as primary and secondary reasons (e.g. together with
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IPV); educational neglect and parent-child conflict (especially among Somalis ) (n=4); lack of
supervision (n=3); IPV with children as witnesses (n=2); medical neglect (n=2); and poverty
(n=2). In addition, one worker noted that both the US-born and foreign-born tended to be overreported if they were poor.
Workers’ Perceived Differences between Foreign-Born Subgroups
Workers noted differences in demographic and risk factors between foreign-born groups
based on English language proficiency, cultural background, length of stay in the U.S., and legal
status.
Language proficiency. The majority of workers perceived differences within the foreignborn population based on English language proficiency. English proficiency varied by
demographic characteristics, such as age, gender and length in the country, with those being of
younger age, men and living in the country for longer having a higher proficiency. Foreign-born
families with low English proficiency were perceived as having a greater risk of not
understanding the U.S. systems, not getting needed services, having limited access to jobs, and
being more vulnerable to be taken advantage of.
“They're kind of lost and don’t know what services are out there, don’t know where to
go, don’t know who to ask for help, don’t know how to ask for help.”
As a result of these challenges, foreign-born families with low English proficiency were
perceived as having a greater chance to be misunderstood and referred to CPS. In these cases,
worker involvement was very short (often one visit).
“There’s some miscommunication issues; that’s how we sometimes get involved because
they didn’t understand attendance rules or they might not understand the different
expectations.”
Cultural background. The majority of workers reported not seeing big differences in
risks and needs based on newcomers’ country of origin. However, others reported differences for
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referral type, family living conditions, family dynamics, risk for trauma, and value for education.
For example, Somali families were perceived as more likely to come in for lack of supervision
whereas Latino families came for educational or general neglect. Latino families tended to live in
overcrowded conditions and had high mobility rates. Many of them were seasonal workers and
moved for job reasons or deportation concerns. The agency specializing in Latino families
reported observing family separation for several Latino families. A father usually came first
followed by his wife and children or children would be left behind and brought years later.
Following a reunification, there would be a lot of child-parent attachment and parenting issues,
which needed to be addressed with service provision for both parents and children.
Workers also noticed differences in family dynamics based on the level of endorsement
of patriarchal values. Risk for trauma varied by mode of and visa status at entry, with refugees
and those crossing the border on foot being at a much higher risk for trauma and compromised
parenting compared to voluntary immigrants coming to the country by other means (e.g. plane).
Lastly, workers reported differences among the foreign-born groups in their value placed for
education. Some foreign-born groups tended to have more reports regarding educational neglect
and truancy, as education might have been not mandatory in their countries of origin. On the
other hand, other foreign-born families (e.g. Eastern European) were described as being very
education focused.
Despite these differences, workers reported that one similarity across different foreignborn groups was American dream mentality of better life for themselves and children. However,
this seemed to somewhat vary between voluntary immigrants and refugees, with some refugees
being similar to most voluntary immigrants in working extremely hard to push themselves in
order for their children to have a better life, whereas other refugees were satisfied with a status
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quo of a safe environment and freedom. A barrier that was seen for those seeking the American
dream was parents’ lack of understanding of what they needed to do to support their children’s
ability to navigate different systems and structures (e.g. poverty, race) as well as cultural factors
(e.g. early marriage). These barriers were seen as dependent on families’ race and socioeconomic status.
Length of stay. Length of stay in the U.S. for different foreign-born groups varied by
country of origin/cultural group and county of residence. For example, Somalian population had
been in the country on average for about 20 years while Hmong –for 30-40 years. However, the
majority of Hmong parents encountered in both programs were born outside the U.S. Hispanics
were seen as a transient population, moving around a lot for seasonal work. Recent foreign-born
families, especially Hispanics, tended to live in Hennepin County while those that had been in
the country for longer in other metro counties.
Several workers reported that the needs of recent newcomers were different from those
who had been in the country for longer; however, others did not see any differences in family
needs based on length of stay and instead attributed those differences to legal status and
acculturation factors. Families that were new to the country were seen as being socially isolated,
not understanding the U.S. system, not knowing how to access services, and being in greater
need of resources.
“These people have so many needs and they don’t have access to services because they
have so many barriers to access services so that’s a big difference between newcomers
and people that been here for a long time.”
Legal status. Workers unanimously agreed that undocumented immigrants were very
vulnerable for a range of different risks. Such families faced a risk of deportation, which
increased the risk for families to be isolated and not seek help. Workers perceived undocumented
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families as being more unaware about the U.S. system compared to families who were in the
country legally. These families often had questions: “Can I do this? How do I do this?” Ethnic
community agency workers reported that deportation was quite common, especially when the
police got involved for IPV reports. Most undocumented families tended to be Latinos, although
a small proportion of undocumented among Hmong, Vietnamese, Sudanese, and Ethiopian
populations was also reported. While more undocumented families tended to be recent
immigrants, some lived without a legal status for several decades. According to the workers, the
prevalence of undocumented families varied by county and season.
While workers did not see any differences in referral type between undocumented and
legal status families, they agreed that undocumented families had more unmet needs in various
domains. However, these needs were especially pronounced in the basic needs category,
including healthcare, food, and shelter. Families tended to have temporary jobs that paid less
than the minimum wage. Additionally, IPV was seen as more prevalent among the
undocumented Latino population that also had very low education (2nd grade). Social isolation
was seen as a big concern for the undocumented seasonal workers and recent Latino immigrants
without legal status, especially women experiencing IPV. These groups also tended to have very
high rates of depression. Workers reported that they were the only persons that the isolated
women could talk to.
Mandated Reporters
Program workers perceived biases and over-reporting by mandated reporters, especially
school and hospital personnel, regarding foreign-born families. Workers reported these reporters
often hesitated to approach foreign-born families and talk to them about their concerns.
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Additionally, schools often failed to communicate with families in the language that they could
understand. One worker noted:
“They're [foreign-born] more highly called in as being not in school, but then when you
go back and find out did they get the same amount of attempts by the school to engage
the family or ask where they were or did they not have a phone to call or did they not
understand they're supposed to call their child in or whatever. We find out they're
probably not the same, the attempts weren’t the same, so they enter our system. <…>
hesitancy by those larger systems, sometimes, to approach the families. <…> Often
times it was just sort of a worry about a child well-being that was sort of easily resolved
through a conversation with the family”. <…> Just sort of landing in terms of if a parent
didn’t react in the way that you think they should over maybe a health issue or an
educational matter, and as a result, there's sort of a judgment made about that parent and
then a subsequent referral to our agency. Often times it was just a matter of some
engagement with that family and building a working relationship where the truth behind
it is this, this and this. It has nothing to do with poor parenting skills or not being
attentive to their child.”
Aim 3 Results Summary
The third goal of the study was to explore workers’ perceptions regarding population
(foreign-born and US-born) and program (PSOP and DR) differences observed in the first two
aims. The majority of the program workers stated that they observed a number of differences
between foreign-born and US-born families in regard to needs, risks, and strengths, engagement,
cooperation, service approach, and outcomes observed. Worker perceptions regarding foreignborn families varied by worker type. Community agency workers perceived foreign-born
families as having a lot of complex needs while CPS workers reported lower prevalence of risk
factors for foreign-born than US-born families. Workers reported both groups having needs
around similar domains but the needs of foreign-born families, especially if they were
undocumented, were more pronounced. Additionally, the foreign-born population struggled with
a number of unique factors, including cultural (direct clash between one’s culture and life in the
U.S., lack of knowledge of how things work in a new country, differences in parenting beliefs
and expectations of children, and intergenerational conflict) and contextual. Given a wide range
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of different needs and risks, foreign-born families required a lot of different services but
especially those for medical care, transportation, childcare, social support, and help with filling
forms and reading mail. Workers perceived foreign-born families possessing more strengths than
US-born families.
Engagement with foreign-born compared to US-born families was perceived as being
more difficult and longer. Families that were undocumented and spoke English with limited
proficiency were the hardest groups to engage with. Needs assessment process was compromised
by language barriers, interpreter issues, and cultural differences between workers and families.
Workers’ ability to build trust was seen as a key factor to a successful engagement, and workers
used a number of different strategies to achieve that. Workers reported foreign-born families
being more cooperative with the workers than US-born families. This was attributed to foreignborn clients being system novel, having a greater respect for the authority, fear of getting into
trouble with the law, eagerness to adapt to a new culture, and openness for change. Top
considerations for service referrals for foreign-born families included language and cultural
match between a family and provider. Linguistic match was often seen as having a priority over
cultural match. Foreign-born families faced barriers related to service access due to service
eligibility criteria, linguistic and cultural constraints, and different personal beliefs. However,
workers reported that cost or insurance and legal status were not important factors for services
provided through county CPS funds but mattered substantially when services had to be provided
through other options. Workers reported that their service approach did not vary much between
foreign-born and US-born families due to the fact that each case was individualized to its
specific needs and circumstances. However, workers put more effort and time when working
with foreign-born families. Foreign-born clients were seen as being more reluctant to accept case
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management services from a county worker but were more likely to do so (especially the
undocumented ) if services were offered by a cultural provider. Workers reported that service
type did not vary by nativity but foreign-born families received a higher number of services
related to basic needs. Although workers perceived that long-term child safety was assured in
most cases, family’s stability remained to be questionable. Workers identified a number of
challenges while working with foreign-born families and provided their recommendations to
improve cultural competency with the population.
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Chapter 5: Discussion
The primary goal of CPS is to prevent child maltreatment and its recurrence by providing
services to families whose reports have been accepted as a result of a screening process. In states
without the Differential Response policy, the Traditional Response is provided to all families
whose CPS reports are screened-in, or accepted, as meeting eligibility criteria for the required
state intervention. In about half of the states, where the DR policy is in effect, a screened-in
report receives either the DR or TR response, depending on the state’s mandates. While evidence
supporting DR has been slowly growing, virtually nothing is known about utility and
effectiveness of prevention services to families whose reports have been screened-out from CPS.
Likewise, it is currently not known whether or not there are strong differences between screenedin and screened-out families in relation to child maltreatment risk. Additionally, very little is
known about risks, services, and outcomes of such programs across diverse populations. Such
information is greatly needed in order to retain prevention focus in CPS and attend to child risk
concerns across a broad spectrum of families. As many states are considering designing and
implementing services to screened-out families and are concerned about cultural competence
regarding different population groups, the timeliness of this study is very warranted to provide
baseline information and findings about program effectiveness. Overall, the study results showed
that services to screened-out families are desperately needed and, when provided, are effective.
There appeared to be distinct differences in outcomes for certain families, some of which were
based on particular family and service characteristics. There were significant differences in risks,
services, and outcomes across racial, ethnic and national groups. The following is a discussion of
the study findings for each research aim put in the context of prior literature for that topic area.
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Methodological strengths and limitations of the study are also provided followed by implications
for research, policy and practice.
Research Aim 1 Discussion: Program Differences
The purpose of the first aim was to compare families’ baseline risk, engagement in
services and outcomes in two levels of preventative service programs. The main assumption
behind the CPS screening process is to identify families with child safety concerns and provide
them with services to address their needs. Using this assumption, it was hypothesized that
screened-out and screened-in families would look different. More specifically, PSOP families
were expected to have a lower baseline risk than DR families. Given little empirical precedence
comparing services to screened-in and screened-out families, hypotheses for family’s
cooperation, service receipt, and outcomes were proposed as bidirectional. Differential effects
for outcomes based on population subgroups and service factors were also explored given prior
empirical findings in studies related to the topic area.
Baseline risk. The study found significant differences between the PSOP and DR groups
on a number of theoretical and empirical child maltreatment risk factors. Controlling for other
factors, PSOP families were more likely to be younger, have fewer males involved, more
children at home, receive more SNAP or MFIP and other publicly funded social services, have
more caregiver mental health problems, disability, unmet basic needs, and poor life skills than
DR families. However, substance abuse, problematic parenting skills and prior screened-in CPS
history were lower among PSOP families. No differences between the two groups were found on
employment status, annual wages, prior screened-out reports, IPV, child emotional health, social
support, community resource utilization problems, and neighborhood socio-demographic factors.
The latter finding indicates that such issues were equally problematic in both groups but PSOP

239

were poorer than DR. These findings are somewhat different from the only known study
examining predictors of the case type, which found that unmet basic needs, problematic mental
health, and IPV were somewhat though not significantly higher among screened-in than
screened-out or community referred cases while parenting issues did not differ between
screened-outs and screened-ins (Franke et al., 2011). Perhaps, differences in parenting issues
found in the current study can be explained by the fact that screened-outs and community
referrals were not separated in the analyses as they were in the cited study.
Drawing on prior literature examining factors associated with child maltreatment (Chang
et al., 2006; Drake & Zuravin, 1998; Lyons-Ruth et al., 2000; Sedlak et al., 2010), it would seem
that PSOP families have more risk factors predicting subsequent maltreatment. PSOP families
were considerably poorer than DR, and poverty is one of the strongest predictors of child risk
and is powerfully associated with all types of child maltreatment (Sedlak et al., 2010).
Caregiver’s mental health, IPV, and low social support are other factors that are strongly
associated with child maltreatment risk (Chaffin et al., 1996; Kotch et al., 1997; Windham et al.,
2004). Since substance abuse is likely to elicit a CPS response, it is not surprising that more DR
families had active substance use. While DR families had higher rates of prior CPS history,
many families in PSOP had a prior involvement as well but the overall prevalence was lower
perhaps due to younger age of caregivers. Given that poverty, caregiver’s mental health
problems, disability, and problematic life skills were more prevalent in PSOP and IPV, child
mental health and social support were equally present among the two groups, it would probably
be safe to conclude that the PSOP group did not have lower maltreatment risk than DR.
Currently, CPS intervention is based on child safety concerns and not risk factors. Safety
refers to imminent physical and psychological threats to children such as probable abuse, lack of
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food, lack of safe housing, and clothing (Loman & Siegel, 2013). Risk, on the other hand, refers
to the presence of characteristics in families that are statistical predictors of future CAN such as
poverty, depression, or prior CPS. Therefore, a distinguishing factor for screening in an
incoming CPS referral is that presenting problems in the report that were known or observed by a
reporter presented child safety concerns at that particular time. That is, a report had to indicate an
imminent threat to child safety in order to be screened-in for further CPS response. Siegel (2012)
observed that a particular CPS report was often only a tip of the iceberg. Once a worker
conducted an assessment or investigation many more issues that were not present in the original
report came to the surface. This phenomenon was also observed by several program workers
interviewed in this study noting that PSOP reports often lacked that one extra sentence to be in
the DR group. It would seem then that a truly proactive prevention approach should be based on
a prospective risk and not on a particular situation that was happened to be reported to CPS.
Family’s cooperation and service use. This study found that DR families had slightly
higher level of cooperation than PSOP families. However, higher cooperation was present only
for the assessment but not the case management stage. It should be noted, however, that the
overall cooperation was very high (92% and up) for families in both programs. Such high level
of cooperation may indicate a high need for services among the population served. A somewhat
higher cooperation among the DR families might have been due to the fact that uncooperative
families could have had a court involvement if child safety concerns remained unresolved.
Additionally, in PSOP, only those families that accepted services were included in the study
sample (cooperation was measured only among accepters). It is likely that cooperation was lower
among families that declined PSOP services. The fact that level of cooperation did not differ
between the programs for families involved with the case management services indicated
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family’s “buy-in” and willingness to be involved with the program from the start. Loman et al.
(2009) in their evaluation of the pilot PSOP program found that families perceived greater
though not significantly different satisfaction when compared to DR families (data came from
another study evaluating similar outcomes among the DR families). Although the cited study
measured satisfaction with the program using families’ perspective rather than workers’ ratings
of cooperation at case start, as it was the case in the present study, lack of big differences
between the two programs indicate an overall similarity in cooperation and satisfaction
constructs using worker and family perspectives.
Regarding service receipt, most families in both programs received two to five face-toface contacts with their workers and workers made a similar number of other contacts on
family’s behalf. However, face-to-face and other contacts were greater for PSOP than DR
families involved in the assessment stage while DR families involved in the case management
services received substantially more face-to-face and other type of contacts than the PSOP
families. Additionally, while PSOP families involved with the assessment only and those with
the case management services received a fairly similar number of both type of contacts, DR
families in the case management services received significantly more face-to-face and other
contacts than DR families involved in the assessment stage only. Two factors may explain these
findings. First, lack of consistency in opening a case management workgroup among PSOP
counties included in this sample may explain the overall little difference in service contacts
between assessment and case management families. DR, on the other hand, being in effect for
longer, had a much greater consistency across the counties. Second, PSOP was conceptualized as
“at front” program, where intensive work began at the start of the case. Most cases in DR,
however, did not receive much worker contact or services unless it went into a case management
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workgroup. Although PSOP services tended to be longer than DR, this difference was present
only among families involved with the assessment stage. Few differences in case length were
found for families involved with case management services. This finding may be due to the fact
that many PSOP cases (in two large metro counties) were kept opened beyond the service
provision period and that the three quarters of cases in the DR program did not receive case
management services.
The study found that greater receipt of face-to-face and other contacts occurred for
families with problematic adult mental health, parenting issues, low social support and those that
received new CPS reports and other social services during the case. In addition, Asian and
Hispanic families, those that were unemployed or received welfare at case start, and had no prior
CPS history received more face-to-face contacts from their workers while families that had poor
interpersonal and life skills received more other contacts. Few prior studies have examined
predictors for number of contacts among child welfare involved families. Community prevention
models (e.g. Nurse Family Partnership, Health Families America) usually have a preset number
of visits based on a curriculum chosen. A thorough understanding of higher dosage of services in
this study was somewhat complicated by a fact that there was a variation of an approved number
of contact hours across counties.
The results of this study suggest that the receipt of higher number of contacts may be
related to a worker’s perceived level of need or family’s cost-benefit analysis (McCurdy & Daro,
2001). Since caregiver’s mental health, parenting issues, and low level of social support have
been related to maltreatment risk (Lyons-Ruth et al., 2000; Taylor et al., 2009), it is highly
probable that these families required more services and monitoring from their workers as well as
had higher need for outside referrals. This may also indicate that higher risk families may
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recognize their need for help and potential benefit of additional support, and be willing to engage
with services. Alternatively, this may suggest that low risk families accurately assessed their
needs and did not want to engage in further services. Overall, these findings are consistent with
the theory of “informed consumer choice” (McCurdy et al., 2006, p. 1196) and prior empirical
research (Burns et al., 2004; Rajendran & Chemtob, 2010). If other contacts meant worker
coordination of services on families’ behalf (worker interviews suggested that it might be the
case), then it would make a lot of sense for families with poor interpersonal or life skills to
require workers’ assistance in making arrangements for outside referrals. It is possible that
higher number of face-to-face contacts received by Asian and Latino families was due to the fact
that the majority of these families were foreign-born. During the interviews, workers reported
spending a lot more time with foreign-born families due to a higher need to explain how things
worked or what was expected of them.
The fact that higher number of face-to-face contacts was received by unemployed and
welfare receiving families may indicate a higher need for services in general and those funded by
child welfare funds in particular (e.g. unable to receive mental health counseling through other
funding sources) among this population. This assumption seems especially plausible due to the
fact that both programs provided poverty-related services. Receipt of higher face-to-face contacts
by families with no prior CPS involvement is inconsistent with some prior research (Rajendran
& Chemtob, 2010) but consistent with a notion that higher risk families may purposively avoid
services. This may indicate that contact with the worker was determined not only by families’
risk but also by their negative perception of increased surveillance or lack of readiness to change
of their behavior (Prochaska & Velicer, 1997). This study was unable to capture caregiver’s
motivation for services or a quality of worker-family relationship (Messer & Wampold, 2002),

244

which could have provided information regarding one’s decision for further services, and
ultimately its impact on outcomes.
Within PSOP, the overwhelming majority of families were offered at least one type of
service but most were offered two to four different services, with poverty or financially-related
services being offered the most frequently followed by relief from childcare. There is very little
prior research on specific child welfare services. Typical services offered to the child welfare
involved families include parenting classes, homemaker services, mental health counseling, and
substance abuse treatment (Howard & Brooks-Gunn, 2009). Due to an increased focus that the
DR approach has brought on services addressing poverty (Loman & Siegel, 2012) and given
high basic needs of study families, it is not surprising that poverty-related services were offered
the most frequently to families in this study. Overall, service offerings were consistent with
family baseline needs. While many services were offered, not all families took on the offers or
participated in services at the same intensity. In fact, the participation varied by service type and
family need. The study findings indicate that those with moderate or high needs in a particular
area participated in services at a significantly higher rate compared to those that had low needs or
whose needs were met. This finding may indicate that the level of need was correctly identified
by a worker and that a higher need elicited a response from family to act on. However,
participation in financially-based services was significantly higher than that of parenting classes,
substance abuse treatment, counseling, and services addressing employment and medical care.
While disappointing this finding is consistent with prior literature indicating that one has to be
motivated for an intrinsic change to occur (Prochaska & Velicer, 1997). Arguably, participation
in mental health, substance abuse services and parenting classes require a higher level of
motivation than that required for financially related services. Another explanation for family’s
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higher participation in poverty related services is that it presented a more pressing issue to the
family.
Outcomes. Through the use of several different propensity score (PS) methods
controlling for pre-existing differences between PSOP and DR groups, this study found that
PSOP families experienced significantly fewer screened-in and screened-out CPS reports and out
of home placements and received more adult mental health services. PS theoretical grounding in
the counterfactual framework and the idea of exchangeability allow attributing these positive
outcomes to the program even when a causal treatment effect is estimated from observational
data (Guo & Fraser, 2010; Oakes & Kaufman, 2006). Nevertheless, a caution must be used in
interpreting these results.
A prior study evaluating a similar program, titled Another Road to Safety, piloted in one
California county found that child welfare outcomes for screened-out families did not
significantly differed from those families that met service eligibility criteria but were not served
due to program capacity (Conley & Berrick, 2010). The authors attributed the null effect to a
possibility of selection bias that was poorly controlled for given data limitations for the
comparison group (the study was able to control only for prior CPS reports).
The current study extends initial positive findings of the pilot PSO program by using
stronger methodology, following families for longer, and examining new outcomes. This study
adds to the evidence base of child maltreatment prevention programs in general and the DR
approach in particular. The majority of prevention programs deemed to have evidence base come
from community based approaches and/or highly standardized manualized interventions (e.g.
PCIT, Triple P). In comparison, PSOP is based on a case management model and has flexibility
in dosage and type of services offered, making it an attractive option for a wide range of families
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with different baseline risks and needs. The fact that maltreatment was reduced in PSOP using
official CPS reports as a metric of child safety is even more impressive given that a number of
prior maltreatment prevention studies found an overall non-significant effect when official CPS
reports were used even though child safety was increased in some of these studies using parental
self-reports (Duggan et al., 2004; 2007; DuMont et al., 2008; Fergusson et al., 2005; Filene,
2012; Sweet & Appelbaum, 2004). The study also adds to the evidentiary base of the DR
approach that families may experience additional benefits to child safety (QIC, 2011), such as
increase of mental health services.
On the other hand, this study found overall null effects for the receipt of children’s
mental health and adult substance abuse services as well as economic well-being outcomes. Still,
certain socio-demographic groups experienced benefits even in these areas (to be described
below). While several prior studies, including the pilot evaluation of PSOP, found that
participation in programs using the DR philosophy may be associated with benefits to family’s
economic well-being (Loman et al., 2009; Siegel & Loman, 2006), measures between this and
prior studies were different. The current study used administrative data for employment status,
welfare involvement, and wages as opposed to family’s perception of their economic well-being.
Perhaps, the overall null findings for economic well-being should not be surprising after all.
Although families in the program were provided with a lot of poverty and employment-related
services that might have been instrumental in reducing maltreatment risk, the program was not
equipped to achieve long-term economic stability. Child welfare families are marked by extreme
economic deprivation, which can only be addressed by broad structural changes. Overall null
effects for children’s mental health and adult substance abuse services may be due to the fact that
both programs offered these services at a similar rate.
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Subgroup differences. Even though there were overall programmatic effects (in PSOP)
for child safety outcomes, these effects were not evenly distributed across socio-demographic
groups. Additionally, there were a number of beneficial effects observed for new services and
economic well-being outcomes. More specifically, foreign-born families experienced somewhat
fewer subsequent screened-in CPS reports compared to US-born families. Those without prior
foster care involvement had a protective advantage in regards to lower subsequent foster care
involvement compared to those with foster care history. African American and White families,
disabled, unemployed, male involved households and those residing in large metro and suburban
counties experienced benefits over their counterparts in regards to receiving a new screened-out
report; female led households and those residing in suburban and other counties received more
children’s mental health services; metro county families received more substance abuse services;
and foreign-born clients and families receiving welfare at case start were more likely to be
employed at the follow-up. There was one negative effect for single child families, who were
more likely to be poor at the follow-up. An area of inquiry of differential impact of participation
in maltreatment prevention programs has received relatively little attention. Several of the above
findings are consistent with prior literature in that prior CPS history and single parenthood are
associated with maltreatment risk (Drake et al., 2003; Drake et al., 2006). Differential
programmatic effects for new services based on county of residence might have been due to
specific county funding sources of these services. The fact that positive outcomes were attained
for disabled and poor families that are known to have higher maltreatment risk (Gilbert et al.,
2009; Jonson-Reid et al., 2009; Sedlak et al., 2010), offer an opportunity to think about
specializing prevention among families having these risks.
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Although racial and ethnic differences in maltreatment rates, parental behavioral patterns,
and prevalence of risk factors related to maltreatment are well known (Hill, Bush, & Roosa,
2003; MacPhee, Fritz, & Miller, 1996), examination of outcomes resulting from prevention
programs have suffered from homogenous samples (e.g. one racial or ethnic group) preventing
relative outcome comparison across different ethnic groups (e.g. Bugental & Schwartz, 2009).
Additionally, the majority of studies with diverse samples have not sought examination of
differential effects based on race, ethnicity, or nativity (e.g. Dugan et al., 2004, Olds et al., 2004).
A few studies that looked at differential outcome attainment based on race and ethnicity found
differences. For example, Conley and Berrick (2010) found that Whites were at an increased risk
while those with unknown ethnicity at a decreased risk for subsequent CPS involvement
following the ARS program. Another study examining outcome effectiveness of Parents as
Teachers program found differential effects based on ethnicity and language, with Latino
mothers and children experiencing greater benefits in parental efficacy, children’s cognitive,
social and self-help outcomes than Non-Latinos and Spanish speaking Latinos benefitting more
than English speaking Latinos (Wagner & Clayton, 1999).
Service moderation. Prior research on CPS services and community prevention (home
visiting) models suggests that length and type of services, service dosage, and contact with a
worker may be positively associated with program outcomes (Johnson, 1996; Korfmacher,
Kitzman, & Olds,1998; Olds & Kitzman, 1990; Wagner & Clayton, 1999). However, much less
is known how these service factors moderate program outcomes for different socio-demographic
and risk groups. In this study, a positive dose effect of increased number of face-to-face contacts
was detected for Asians to receive fewer screened-in reports. Higher number of other contacts
reduced screened-in and screened-out reports for families from suburban counties, and reduced
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foster care for welfare receiving families. Longer cases were associated with fewer screened-in
reports and higher employment for Asians as well as fewer screened-out reports for unemployed.
Additionally, receipt of a higher number of services in the PSOP subsample was associated with
a lower risk to receive a new CPS report among Hispanics, single females, and disabled; a lower
risk to receive a new screened-out report among Non-White families and children with mental
health problems; and with reduced poverty among single child families. Moderate or high
participation in poverty-related services decreased the risk for new CPS reports among welfare
involved families and decreased risk for screened-out reports among non-White families. Lastly,
moderate or high participation in employment or insurance related services increased
employment among single child families and reduced poverty among the unemployed.
At the same time, in the current study, like in some prior studies (e.g. Duggan et al.,
2007), higher number of contacts and services did not necessarily led to better outcomes. It
would be simple if more meant better. Sometimes more contact with the worker led to null or
negative outcomes. This study found that families with prior CPS histories and single female led
households were consistently at a higher risk for negative outcomes regardless of variation in
number and intensity of services, contact with the worker, or case length. This indicates a very
high need among these sub-populations that the programs were unable to fully address.
The study also found that some ethnic groups experienced benefits for certain outcomes
but were at a higher risk for others. There may be several reasons to explain these contradictory
findings. First, it could be that some socio-demographic groups are benefiting more from higher
contact with their workers but this effect is uneven for different outcomes. Secondly, it may be
not just the amount of services that is important in outcome attainment but also the quality of the
relationship between a caregiver and worker (McNaughton, 2008), family’s readiness for change
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(Prochaska & Velicer, 1997), and other stressors in family’s life. For example, Millett and
colleagues (under review) found that a typical child welfare family had multiple barriers to
functioning, which tended to change over the course of intervention, cross-cutting multiple levels
of their ecologies. Lastly, surveillance effects cannot be completely ruled out. If the latter is true
and the finding that differential service effects were observed for different socio-demographic
groups, this would suggest that the surveillance effect may depend on socio-demographic
characteristics of a family. In fact, program workers perceived differential reporting bias and
employment opportunities based on one’s poverty status and ethnic group.
Research Aim 2 and 3 Discussion: Nativity Differences
The purpose of the second study aim was to compare nativity differences for families’
baseline risk, engagement in services, and outcomes in PSOP and DR programs. Albeit scarce
literature on maltreatment risk and service factors among diverse populations, it was
hypothesized that foreign-born families would have higher levels of socio-demographic risk
factors but lower levels of psychosocial risks and prior public service involvement and that the
foreign-born population would have a higher proportion of referrals from the mandated reporters.
Due to the lack of research on services and program outcomes involving foreign-born families, it
was hypothesized that family’s cooperation, service receipt, and outcomes would vary between
foreign-born and US-born groups but directionality of the tested relationships was not proposed.
Because most prior empirical literature has been conducted with Hispanic samples, the study
compares findings for this population with prior literature when appropriate. The purpose of the
third aim was to explore the program workers’ perceptions regarding population and program
differences observed in the first two aims. This discussion compares quantitative and qualitative
findings and puts them in the context of existing literature.
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Baseline risk. This study found that significant baseline differences in sociodemographic characteristics and psychosocial risk factors existed between foreign-born and USborn families in both PSOP and DR programs. Similar to the current national demographic
trends in the general population and other child welfare data (Dettlaff & Earner, 2009;
Hernandez & Cervantes, 2011), foreign-born families in both programs were significantly more
likely to be non-White, Hispanic, married, poor, and have more children compared to the USborn families. Findings related to family’s socio-economic status require further discussion.
Fewer foreign-born families in both programs were employed but worked more hours, which
resulted in their wages being similar to that of US-born population. Additionally, in PSOP, the
foreign-born population lived in poorer neighborhoods and non-Latino foreign-born families
were more likely to receive welfare benefits, presumably due to their legal status. In DR, foreignborn families lived in neighborhoods with less poverty but neighborhoods with a high
concentration of the foreign-born population were poorer.
Overall, these findings suggest that foreign-born families were poorer than the US-born
population in PSOP reflecting the trends in the national data (Grieco et al., 2012), however, the
nature of data prevents us to draw firm conclusions about the foreign-born population’s SES in
DR. High percentage of foreign-born Hispanics in DR that are known to have work and welfare
eligibility restrictions due to their presumed legal status (Pew Hispanic Center, 2011) imply that
there might be a higher percentage of poor families than suggested by the study’s data. It should
be noted, however, that both US-born and foreign-born families in this study were substantially
poorer compared to both the national average in the general population and the rates of other
child welfare studies involving both populations (Dettlaff & Earner, 2012; Dettlaff et al., 2009).
Consistent with prior child welfare studies, this study found no significant nativity differences in
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meeting basic needs (Dettlaff et al., 2009; Dettlaff & Earner, 2009) but the prevalence rate for
foreign-born Hispanics in DR was much lower (6%) than that of previous studies involving
Hispanics. On the other hand, the rate of unmet basic needs in PSOP was similar to that of
Hispanics with legal resident status, equaling to 23% (Cardoso, Dettlaff, Finno-Velasquez, Scott,
& Faulkner, 2014; Dettlaff et al., 2009).
Similarly to previous studies involving the foreign-born population (Beiser et al., 2002;
Brown et al., 2005; Detlaff & Earner, 2009; Lee et al., 2011), prevalence of child emotional and
adult substance abuse problems were lower among foreign-born than US-born families in both
programs. Additionally, the substance abuse rate for foreign-born Hispanics in DR was
comparable to one national child welfare study involving foreign-born Hispanics (both 15%)
(Dettlaff et al., 2009) though differed from most recent one (Cardoso et al., 2014). This study
found that adult mental health problems, social support, disability, life skills, parenting skills did
not vary between the two populations but, according to the workers, foreign-born families were
at risk for unaddressed mental health problems. Overall, these findings are consistent with prior
albeit limited number of studies involving high risk families (Altschul & Lee, 2011; Dettlaff &
Earner, 2009; Ayon, 2011a) but vary from theory and studies involving samples from the general
population (Maiter & George, 2003; Perreira et al., 2006). At the same time, Hmong and Somali
groups had significantly higher rates of problematic adult mental health and disability, which is
consistent with the literature on refugees suggesting that war trauma and political persecution
may lead to long-term physical and mental impairment (Keyes, 2000; Lustig et al., 2004).
There were nativity differences on prior CPS history, involvement in an IPV situation,
utilization of community resources, and poor interpersonal skills, which also varied by program.
Studies comparing prior CPS involvement among foreign-born and US-born populations found
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no significant differences (Dettlaff & Earner, 2009; Dettlaff et al., 2009; Ostering & Han, 2011),
which is consistent with findings for the DR group. It should be noted, however, that the cited
studies examined prior CPS involvement using bivariate analyses while the current study’s
nonsignificant findings were obtained by multivariate analysis (bivariate analysis indicated
foreign-born families to have less CPS). The finding that the foreign-born in PSOP were less
likely to have CPS history than the US-born population despite their overall increased or
comparable risk for the majority of risk factors associated with child maltreatment is puzzling,
yet consistent with the Healthy Immigrant Effect found in health literature (Jasso, Massey,
Rosenzweig, & Smith, 2004; McGlade, Saha, & Dahlstrom, 2004).
Higher number of adults, older caregiver’s age, and lower prevalence of substance abuse
and child mental health problems were the only protective factors among foreign-born families
in PSOP associated with the decreased maltreatment risk. Two explanations could be offered for
these paradoxical findings. First, it could be that the aforementioned and/or other unmeasured
protective factors were responsible for fewer CPS reports. Alternative explanation would suggest
that different community definitions and reporting norms of maltreatment were in play. It should
be reminded that the majority of foreign-born families in DR were Hispanic whereas Hmong was
the most populous foreign-born group in PSOP, whose prior CPS involvement was less that 8%
and who tended live in neighborhoods with a high concentration of poverty and the foreign-born.
One prior qualitative study found that social control norms were very high among Hmong (Ima
& Hohm, 1991) suggesting that parenting and other family issues might have been resolved

within the family and community.
Contrary to the prior literature on IPV within the child welfare samples but consistent
with community studies (Altschul & Lee, 2011; Dettlaff et al., 2009; Millett et al., 2015; Taylor
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et al., 2009), the DR foreign-born families were more likely to experience IPV. Higher
prevalence of communication problems among the foreign-born in the DR group (multivariate
analysis) may be explained by its strong association with low English proficiency. In fact,
workers reported assigning families a lower score for a communication/interpersonal skills item
in the FSN tool if someone had limited English proficiency.
When comparing prevalence rates of different risk factors between this and prior child
welfare studies involving foreign-born Hispanics, this study found much higher rates of adult
mental health problems (32% in PSOP and 14% in DR vs. 5%-11%) and IPV (except for
undocumented Latinos ) (20% in PSOP and 33% in DR vs. 8%-14%) and, if compared to PSOP
only, there were higher rates of low social support (42% vs. 24%-27%) and communication
problems (24% vs. 13%) whereas parenting issues in DR were much more common than in
previous studies (33% vs. 17%-19%). Additionally, workers reported very high IPV rates among
Hispanics in general and undocumented and recent immigrants in particular, stating that it was
more common than not to see IPV among Hispanics. The prevalence of limited English speakers
was somewhat higher in DR than PSOP but considerably higher than in studies using the
NSCAW data, where 73% of the foreign-born population was comfortable speaking English
(Dettlaff & Earner, 2009). Strong racial and ethnic differences in baseline characteristics suggest
that epidemiological trends of child maltreatment should be examined separately for groups.
While limited prior data specific to Hmong and Somali populations prevent examination of
whether findings from this study are in line with prior literature, this study offers useful baseline
data with which convergent validity of future research could be established.
Worker reports generally showed consistency with the quantitative findings in regards to
type of risks and needs that foreign-born families were facing. Workers perceived that while both
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population groups were facing issues around similar domains, needs of foreign-born families,
especially if they were undocumented, had limited English proficiency, or were new to the
country, were more pronounced and were interrelated with other needs. For example, one worker
reported that poverty often led to foreign-born parents working long hours, missing children’s
school conferences, and children not having winter coats while lower education and little
experience with the school system led to parental lack of communication with the school and
children falling behind. Additionally, limited English proficiency prevented parents from
understanding school sent correspondence, which might have led to schools making a neglect
report to CPS. In contrast, few significant relationships with English proficiency status were
found using the quantitative data. Prior literature on limited English proficiency families
involved with the child welfare system is limited to service engagement differences and not
factors leading to CPS involvement.
This study found differences in worker perceptions regarding relative population
advantage. Workers also perceived nativity differences in regards to reasons leading to CPS
involvement. Additionally, the majority of CPS workers reported that foreign-born families had
lower prevalence of risk factors than the US-born population; however, community workers
perceived foreign-born families as possessing many different and complex needs, which were
often discovered only upon a case transfer to (from CPS) and assessment by community workers.
The foreign-born population struggled with a number of unique factors, including sharp
differences between one’s accustomed way of living and new life in the U.S., lack of knowledge
of how different systems (e.g. schools, medical, CPS) worked, and acculturation differences
between parents and children. Cultural combined with structural factors (e.g. ineligibility to work
and receive services) and discrimination as well as hesitancy by larger systems to approach
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individual foreign-born families were the reasons that foreign-born families were reported to
CPS while personal choice (e.g. incompliance with services) or impairment led US-born families
to be involved with CPS.
Source of referrals. In this study, foreign-born families were significantly more likely to
be reported by the mandated reporters than US-born families. Schools had the highest reporting
rate for foreign-born families, especially of Hispanic and Hmong ethnicity. The Census data and
worker interviews provided some insight into why most referrals for the foreign-born came from
the mandated reporters. First, a lot of foreign-born families lived in communities with a large
proportion of foreign-born families, usually of the same ethnic background (e.g. Hmong,
Hispanics). This might have led to different community definitions of child maltreatment
(Korbin, Coulton, Lindstrom-Ufuti, & Spilsbury, 2000) resulting in fewer referrals from the nonmandated reporters. A related reason was fear and distrust of the government which might have
led to hesitancy to make a report due to belief that a child or family might be best helped by
informal family supports (Zhai & Gao, 2009). Still another reason might have been strong
community solidarity, social cohesion and social control resulting in cultural punishment of
abusers and avoidance of contact with CPS. An alternative explanation for higher mandated
reports for the foreign-born population is that certain reporters (e.g. schools, hospitals) perceived
this population to be in a high need of services and referred them to CPS as a way to get
connected to services. No prior studies known to the investigator have examined reporting rates
by nativity or ethnicity.
Family’s cooperation, engagement and service use. Although the quantitative part of
the study did not find nativity differences in cooperation, workers perceived foreign-born
caregivers as being more cooperative than US-born families. This is consistent with one prior
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study which found that workers generally perceived foreign-born families as being more
cooperative (Ayon, 2009).The discrepancy between the quantitative and qualitative data might
have been due to the fact that cooperation in the administrative data was measured at the first
encounter with the family while workers’ perspectives reflected families’ level of cooperation
throughout their involvement with the worker. This perspective would be consistent with
workers’ reports of longer and harder engagement process with foreign-born families, especially
if they were undocumented, spoke little English, or were recent arrivals. Ability to build trust
was seen as the key factor to engagement.
This study found that controlling for baseline risk the foreign-born cases were longer and
they received higher number of face-to-face and other contacts from their workers, although
difference for other contacts was present only in the DR group. These quantitative findings are in
line with the reports from program workers that foreign-born cases tended to be longer and
requiring more worker effort, which is also consistent with prior literature (Ayon, 2009). Higher
number of other contacts received by foreign-born families in the DR group could be due to a
higher prevalence of communication problems (e.g. limited English proficiency) preventing one
from initiating and following up on referrals. In fact, worker interviews revealed that they often
helped families through the whole referral process and spent a lot of time explaining what things
could or could not be done, and what expectations of service providers were. It occurred not only
because of families’ limited English but also due to their unfamiliarity with the U.S. system.
Otherwise, the majority of workers did not see a big difference in how they approached foreignborn and US-born families. Only one worker reported making a conscious effort to find out
whether the reason for referral was cultural or family related. Longer program involvement for
certain racial and ethnic groups (Hmong in both programs while African Americans in PSOP and
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Whites in DR) might have been due to county differences in case closure beyond active service
period and geographic residence of certain ethnic groups. Proportions of these population
subgroups were higher in metro counties, which also tended to leave cases open beyond service
provision.
This study found significant nativity differences in the receipt of case management
services in both programs, however, with varying directions. Overall, this is consistent with prior
research that engagement with services may depend on a family’s cultural background. For
example, McCabe (2002) found that Mexican American caregivers were more likely to address
their children’s mental health and behavioral concerns themselves instead of seeking formal
help. In fact, workers reported that foreign-born families preferred to work on solutions
themselves or within their extended families, especially if there were child discipline issues or
families experienced IPV. In this study, Hmong and African American families in PSOP and USborn Whites and the other foreign-born group in DR were least likely to accept case management
services.
While service availability for foreign-born families depended on a county and linguistic
needs of a foreign-born group, learning how to access services was a concern across the board.
Knowledge of specific resources for the foreign-born population depended on a worker. Some
workers were much more knowledgeable about services for foreign-born families, including
undocumented ones, than others. Foreign-born families faced barriers to service access due to
service eligibility criteria, linguistic and cultural constraints, and personal beliefs. Contrary to a
prior study (Ayon, 2009), this study did not find that legal status was an important factor for
services provided through CPS or its community contractors.
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Within the PSOP group, foreign-born families were significantly more likely to be
offered higher overall number and type (except for childcare and mental health) of services than
US-born families. However, the most commonly offered services among both nativity groups
were poverty and childcare related. This is consistent with high poverty rate for PSOP in general
and the foreign-born population in particular. Receipt of all other services except for those
addressing deficient parenting skills and issues of IPV and substance abuse were also consistent
with family’s need, where foreign-born families had higher needs in all areas for which they
received services. Workers’ reports confirmed the quantitative findings about an overall
similarity of services for both groups but higher proportion of foreign-born families receiving
services.
Although there were no nativity differences in baseline parenting skills and IPV and
foreign-born families were at a significantly lower risk for substance abuse, they were offered
more services than the US-born population. Two explanations can be offered for these findings.
First, significantly more foreign-born than US-born families had community resource utilization
problems. Perhaps, foreign-born families were offered more services by their workers because
US-born families were already connected to such services. Second, worker interviews revealed
that new needs for foreign-born families would always come up during the case. Perhaps, the
aforementioned needs were not observed at the initial home visit but came up as a result of
further engagement with the family. Additionally, workers noted that a CPS referral often served
as a getaway to other services for foreign-born families. Earner (2010) studying IPV with the
child welfare involved foreign-born women reported similar findings. Another study examining
service use among child welfare involved foreign-born population found similar results to this
study in that childcare and food aid were the most commonly utilized services followed by
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support groups, counseling, and parenting services; however, the utilization rates of these
services were much lower than those in the current study (Rajendran & Chemtob, 2010). The
cited study also found that heavier service use was associated with limited English proficiency
and one’s length of stay in the country. Worker reports in the qualitative part of this study
reflected similar perception that recent foreign-born families needed more supports than those
that been in the country for longer. This study also found significant nativity differences in the
rate of service utilization rate by service type. Foreign-born families utilized poverty-related,
employment or insurance-related, parenting, and childcare services more intensively than the
US-born population. Interviews with workers suggested that this might have occurred due to
foreign-born families having a higher need, greater receptivity of services in general, and/or a
genuine interest in learning about new ways to function and desire to get better.
Additionally, foreign-born families were significantly more likely than US-born families
not to receive needed services and this varied by service type. According to PSOP workers that
responded to the worker survey, services that were needed but not received by the foreign-born
included youth mentoring/tutoring/children’s programs followed by financially-related, and
mental health services. Worker interviews revealed that foreign-born families, especially
Latinos, were unwilling to accept welfare related services even when eligibility was not a
concern due to a belief that benefits will have to be paid back to the government. Although prior
research suggests that foreign-born families’ receipt of services is often limited by one’s legal
and English proficiency status as well as mental health beliefs (Ayon et al., 2010; Earner, 2007;
Maiter et al., 2004), this study found that the most common reason for not receiving needed
services was caregiver’s refusal to accept offered services, especially those related to mentoring
or children’s programs. This may suggest that foreign-born caregivers were worried about a
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possibility that these services might “americanize” their children, which has also been
recognized by prior literature (Zhou, 1997).
Outcomes. This study found that outcome attainment varied by nativity and racial and
ethnic groupings. In PSOP, controlling for other factors, Hmong and the other foreign-born
group were at a lower risk to receive a subsequent CPS screened-in and screened-out report.
Foreign-born Hispanics over time resembled US-born groups. In DR, even though there were no
significant differences for any of child welfare outcomes by a broad nativity indicator, Hmong
were at a lower risk for all subsequent child welfare outcomes while the other foreign-born group
had a protective advantage for screened-in reports and two groups of Hispanics (US-born and
foreign-born) were at a lower risk for a subsequent foster care involvement. Worker reports were
consistent with the quantitative data that foreign-born families were less likely to come back to
the system even though some workers expressed skepticism about parents using new child
discipline (not supervision) ways.
Foreign-born families’ relative advantage over US-born groups given the same SES
(known as Health Immigrant Paradox [HIP]) has been found in a number of studies, primarily
with Hispanic samples, examining a number of different outcomes, including mortality, low birth
weight, and criminality (Jasso, Massey, Rosenzweig, & Smith, 2004; McGlade, Saha, &
Dahlstrom, 2004). The study’s findings regarding Hmong and the other foreign-born group are
consistent with the HIP phenomenon but findings for Hispanics are not. Theories behind the HIP
include cultural reasons, differences in parental risk profile, under-reporting by a particular
system, effects of social networks, and self-selection hypotheses (Palloni & Morenoff, 2001). If
applied to child maltreatment, this would suggest that foreign-born parents might possess more
positive culture-specific parenting practices and /or have fewer risks associated with CAN other
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than poverty (e.g. substance abuse, depression). Alternatively, foreign-born individuals possess
more social networks than native-born families that play a protective role in buffering the risk
played by low SES status. Still another explanation for the HIP is that it is an artifact of
underreporting to CPS. Finally, there may be other, as yet unidentified strengths in those
individuals who elect to immigrate. Interviews with workers revealed support for cultural factors
(original referrals being due to cultural reasons) differential parental risk profile, including
greater number of strengths, and social network hypotheses. While the recruitment procedures to
both programs do not lend to make conclusions about the HIP regarding child maltreatment in
general, it is useful to use theories surrounding HIP to explain the findings of this study. It is not
clear why foreign-born Hispanics were at an increased risk for a subsequent maltreatment report
in both programs but had a lower risk for foster care in DR. However, these results would
suggest that different factors may be associated with a risk for a CPS report versus foster care
and that foreign-born Hispanics possess those protective factors associated with decreased risk
for foster care involvement. It should be noted, however, that relatively few (n=20) foreign-born
Hispanics received later foster care. Further research needs to determine whether lower
prevalence of adult mental health problems and disability observed for Hispanics in DR could
have buffered risk for subsequent foster care involvement.
The study found that foreign-born families received significantly fewer children’s mental
health and adult substance abuse services than US-born groups controlling for a wide range of
socio-demographic and psychosocial risk factors. It is not clear if this was due to a family’s
choice not to enroll in services or availability of services to suit needs of these diverse families.
Rare outcome events and county differences in referrals to these particular services prevent
making sense of worker interviews to explain these outcomes.
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Lastly, the study found that economic well-being outcomes at the follow-up varied by
nativity status as well as ethnic groupings. In particular, foreign-born families in PSOP, primarily
Hmong and the other foreign-born group, were significantly more likely to gain or maintain
employment than US-born groups. It is likely that this nativity difference was due to over eight
percent drop in employment among US-born Whites. Another significant finding was that NonWhite foreign-born population in PSOP were more likely while foreign-born families in DR
were less likely to receive welfare benefits at the follow-up. It is likely that difference in the
cultural background of the foreign-born groups of the two programs was due to differences in
legal status and personal beliefs, with Hispanics being at a greater risk to be undocumented than
Hmong and their belief about paying the government back.
Strengths and Limitations
This dissertation study has several limitations. One of the main limitations is the
investigator’s lack of control of study design and measures. Randomized control trials are
considered as the gold standard in assessing causal effect of a treatment or program. This
limitation is at least partially overcome by the use of the second best—quasi-experimental
design— with the state of the art methods to control for the selection bias that is common to all
observational studies. Additionally, the study’s comparison group (DR) received services that
were similar in nature to the experimental group’s (PSOP) versus serving as purely attention
control. A lot of previous studies utilizing comparison groups that received services failed to find
difference in treatment due to the fact that access to services might contribute to little differences
between the treatment and control groups (Duggan et al., 2004; Stevens-Simmon et al., 2001; St.
Pierre & Layzer, 1999). Further, because a comparison group in this study was engaged with
services as opposed to a dropout group that is sometimes utilized with the PS methods,
unobserved variable bias may be somewhat of a lesser concern (Joffe & Rosenbaum, 1999).
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Despite these measures employed by the investigator, threat to validity of the results due to
unobserved factor bias could not be completely eliminated.
A second limitation relates to the external validity of the study. Generalizability of
results is limited due to the use of a purposive sample of several counties in one state. The
sample selection limits confidence in generalizing study findings to other counties in the state
and other states. Risk factors, engagement in services, and outcomes for foreign and native-born
families participating in similar programs in other Minnesota counties and other U.S. states may
be different from the sample used in this study. At the same time, the concentration on a smaller
sampling area as opposed to the national data allows for a better control of changes in policy and
practices as well as better understanding of study outcomes in relation to local contextual factors.
A related concern in this study was wide county level variation in screening and record keeping
procedures, service delivery models, and services provided. While the study controlled for the
county size, future studies examining PSOP and DR programs should attempt to control at the
county level.
Another limitation of this study is inherent in the use of administrative measures. Official
child maltreatment reports do not capture all cases of maltreatment, i.e., a lack of report does not
necessarily mean lack of maltreatment. While this limits our ability to generalize to the general
population, it does not limit generalization to child welfare system population. Additionally,
family versus child unit of analysis meant that records were tracked on all children associated
with a particular caregiver. Likewise, administrative measures of mental health and substance
services use and information on wages do not capture those services received in private offices
and income from those sources where an employer does not pay unemployment insurance. The
last point may be particularly acute for the foreign-born population where some individuals may
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be employed illegally. Nevertheless, administrative measures are objective, not subject to recall
bias (Widom, Raphael, & DuMont, 2004) and sensitivity of the type of inquiry. Additionally,
SSIS and UI records were obtained for a large proportion of the foreign-born population given
particular demographic trends in Minnesota. A common concern in studies employing official
reports of maltreatment is surveillance bias. This bias in the study was addressed by employing
the same measures for both programs and by measuring maltreatment outcomes post case closure
as opposed to post referral (Socolar, Runyan, & Amaya-Jackson, 1995).
Another limitation inherent in administrative data is the inability to obtain clinical and
study specified measures. This study partially addressed this limitation by a mixed methods
design where quantitative findings were clarified through the interviews with program workers.
Limitation of one coder for qualitative data, however, produced the final coding scheme to be
more idiosyncratic than if there had been two reviewers.
Still another limitation was that the study was unable to disaggregate the foreign-born
population by several important characteristics (e.g. age of immigration, family separation in
regards to immigration, mode of entry to the country, legal status). Studies have shown that these
factors may be important in better understanding heterogeneity in outcomes between different
foreign-born groups (Leung & Carter, 1983; Suarez-Orozco, Todorova, & Louie, 2002), and are
likely to have an effect on a relationship between the study’s key constructs and outcomes. The
study was also unable to provide a meaningful breakdown of the other foreign-born group. This
group in both programs exhibited a number of strengths in regards to socio-demographic
characteristics, psychosocial risk factors, and program outcomes. However, small numbers
across national origin groups for some and unknown national origin information for others
prevent us from understanding more about this group. Additionally, for foreign-born families
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without histories in the MFIP or SNAP data, primary language status was used as a proxy for
foreign-born status. This indicator did not capture those foreign-born families whose primary
language was English. However, given that over 85% of foreign-born families in the U.S. speak
language other than English (Grieco et al., 2012), it is believed that the majority of foreign-born
families were captured in the study’s analyses. Aside from these limitations, the study offers a
number of strengths. Key strengths include longitudinal nature of the data, offering a 2-4 year
follow up period (most DR evaluations are limited to immediate outcomes only), exploration of
multiple systems’ contacts simultaneously (not done in previous DR studies), broad set of
measures, and unique timeliness of the study. This study offers one of the first explorations of
early prevention model in CPS as well as similarities and differences in baseline risk and
outcomes between two programs. Additionally, the study offers firsthand baseline data on
screened-out families in CPS, including differences based on national, racial and ethnic
groupings, and outcomes following such unique program. While child safety has been the
primary metric of CPS success and many community prevention programs include proxies of
child risk, this study provides a rare examination of mental health and economic well-being
constructs as outcome measures of the DR approach. Only one prior study on DR thus far has
looked at child’s behavioral health and no study has examined parental mental health as the DR
outcome (QIC, 2011). Additionally, economic well-being measures employed in this study
extended and improved on prior research assessing economic hardship by employing objective
and long-term indicators as opposed to family self-reports and immediate measures at case
closure used in previous studies (Loman et al., 2009; Merkel-Holguin et al., 2006; Siegel &
Loman, 2006). The study findings can serve as baseline data for establishing convergent validity
of future studies evaluating similar approaches.
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Further, this study adds to the scarce empirical literature archive on foreign-born families.
It is one of the first studies determining service trajectories and subsequent outcomes of foreignborn families participating in two voluntary child maltreatment prevention programs. The
findings from this study can be compared to existing studies of the foreign-born in child welfare
(e.g. NSCAW and administrative data from California and Texas) and used for convergence with
future studies of DR with cultural minority groups in other states. This study accounted for
contextual effects by controlling for neighborhood level factors and county variations in CPS
practices. The study was able to look at the foreign-born population by national origin and
English proficiency status. These are important factors that affect parental daily negotiations,
access to social and financial resources, perception of foreigners by the host society, and
parenting at home (Padilla & Perez, 2003; Perreira et al., 2006). The study’s analyses controlling
for these factors provide a better understanding of heterogeneity in outcomes as well as offer
policy and practice related implications. Lastly, data from multiple sources offer triangulation for
measuring theoretically derived constructs.
Study Implications
This study has a number of implications for policy, practice and future research in the
area of child maltreatment prevention and the direction of public Child Protective Services.
While research has been accumulating on community prevention models for high risk families,
PSOP is one of a very few secondary prevention models implemented primarily within CPS. It
has a potential to reach a much broader pool of families in need as it does not have strict
eligibility criteria nor a manualized intervention model compared to many community
approaches. Its flexibility and involvement of workers’ professional judgment may be draws to
many jurisdictions considering similar approaches and may be a good fit for the population
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described as hard to be engaged with (Damashek, Doughty, Ware, & Silovsky, 2011; Gomby,
1999). Continuing with child maltreatment prevention forward, PSOP offers a reasonable and
much needed alternative that deserves scientific attention. As many states are considering
implementing some type of response models for screened-out cases, this study offers valuable
information of what may be expected from such a program.
Implications for Research
The primary implication of this study is that it is possible to have a successful early
prevention program administered through CPS or its community based contractors and that
further research must continue in order to advance this area of inquiry. In many ways, this study
serves as a baseline for future research. The next step would be to replicate the study findings of
a similar program with a stronger methodological design, specifically an RCT. Future studies
should also include a broader set of measures. For example, this study tracked only county
funded substance abuse and severe mental health services, leaving a lot of other substance abuse
and mental health services provided to families during the course of the program out. Future
research should make an attempt to better understand how programs similar to PSOP are
connecting families to all types of mental health, substance abuse or other type of services. This
study used official reports of maltreatment. Ideally, they should be triangulated with other
maltreatment measures, such as the Parent-Child Conflict Tactic Scales or Child Abuse Potential
Inventory (Milner, 1986; Straus, Hamby, Finkelhor, Moore & Runyan, 1998), which besides
addressing surveillance concerns would also allow comparison to other studies (the majority of
community prevention approaches did not use official maltreatment reports as outcome
measures).
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Future evaluations of similar programs should continue examination of other outcomes
besides those of child safety by using different measures. Although this study found increase in
mental health and substance abuse services as well as improvement in economic well-being for
selected segments of population, future research should confirm these findings. Additionally,
while the overall programmatic effects were detected for the whole sample of this study, certain
population subgroups benefited more from the program than others. Future research should
attempt to understand whether those benefits occurred as a result of certain elements of service
approach, characteristics of the families, or both. Discovery of such factors may help improve
program model so that maximum benefit could reach all groups.
Another sparse area of research that this study contributes to is the effect of different type
of services on outcomes of interest. Several new lines of research have consistently showed that
the provision of financially or poverty related services may be beneficial to families (Cancian,
Yang, & Slack, 2013; Loman & Siegel, 2012; Pelton, 2015). This inquiry needs to continue
given the historic reluctance to provide poverty-related services to child welfare families. Future
research should attempt to understand which type of financially based service is most beneficial
to what type of families. Future research should also continue examination of service factors
(e.g. receipt, type, dosage of services, worker visits) and how they may moderate the relationship
between risks and outcomes. Qualitative approach would be particular helpful in understanding
why families with certain risk factors are benefiting more than others provided the same dosage
of services. The area of inquiry would also benefit from future research attempting to better
understand the relationship between number of contacts, family risk, and worker-caregiver
relationship.
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There is a need to increase research on different approaches or models of early
maltreatment prevention programs to screened-out and other high risk families. As more states
are considering designing and implementing services for such families, it is likely that different
models of such approach will emerge. Understanding which elements of such models (e.g. case
management and engagement elements, organizational factors, training of workers, program
fidelity or other) may be most effective in reducing family risks, increasing child safety and
overall well-being will be much needed. While PSOP is not manualized, other jurisdictions may
consider implementing more structured services. Research will be needed to understand which
approach is more reasonable and effective and if the approach used in PSOP can be replicated
with fidelity.
Since the data for this study came from one state, it would be important to continue to
examine baseline differences between screened-in and screened-out families using data from
other states. Screening-in criteria and rates vary greatly from state to state. For example, while
the national screening out rate is 39.1%, Minnesota has the highest screening out rate in the
nation, where 70.7% of all reports made to CPS are screened-out (USHHS, 2013). It is likely that
characteristics of screened-outs and screened-ins based on different screening criteria may vary
from those found in this study.
This study found that intensity of participation in services varied by service type.
Research examining predictors and strategies to increase service participation, especially as it
relates to addressing one’s mental health, family relationships, problematic parenting, and
substance abuse, will go long way in beginning to address these chronic risks in many child
welfare involved families. Future research should also explore families’ perspectives on their
need prioritization, service acceptance and participation.
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While this study provides firsthand information on different type of foreign-born families
involved with CPS, future research continuing tracking the risks, needs, services, and outcomes
of diverse populations is desperately needed. As the country continues to see increasing
migration trends, especially in populations that are culturally drastically different from the
mainstream U.S. and previous immigration waves, such information will especially be needed to
provide evidence based solutions. A major limitation and hurdle to further research on the
foreign-born population is the lack of nativity information in the child welfare data. Some
innovative methods employed by this and previous studies include linkage of welfare
involvement data and birth records to the child welfare database. These and other innovative
strategies should continue and are likely to precede a much needed national effort to gather such
information.
Future research examining baseline information stratified by legal status and different
acculturation indices for different foreign-born national groups is especially needed.
Unfortunately, this study was unable to disaggregate the foreign-born by these factors except for
English proficiency. Currently, no reliable national data is available on the undocumented
immigrants involved with CPS. Such information would go long ways to start addressing the
needs of a very vulnerable population subgroup. Future research should also explore factors
surrounding family’s willingness to engage in services. This study found that some foreign-born
families were unwilling to accept youth mentoring programs, financial services, and mental
health services. Identifying factors associated with service participation and exploring family’s
perspective of their perceived needs may help propose strategies to increase engagement in
services.
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Implications for Policy
There are several important implications for policy based on the results of this study.
First, there is a great need to focus not only on child safety but also on risk factors observed for a
family. A particular CAN report provides only a glimpse into all different things that may be
going on in family’s life. While the DR approach has provided an avenue to focus not only on
things reported in a particular CPS report but also address broad family’s needs, a prospective
approach focusing on risk factors that are likely to have profound consequences on the lives of
children in the future is also needed. Recent research from neuroscience suggests that child abuse
and neglect affects nervous, immune, and hormonal systems, which have detrimental
consequences for one’s short-term and long-term physical and mental health conditions (Jaffee &
Christian, 2014). This, in turn, suggests that effective prevention of child maltreatment should
have not only child protection focus but also enhancement of broader child well-being
functioning. By targeting risks prospectively and focusing on child well-being broadly,
maltreatment prevention would take a much needed proactive focus in the child welfare policy.
Administration of such approach may not be feasible within the public CPS but could easily be
implemented within broader community support networks.
Second, this study found strong support for PSOP effectiveness and these results should
inform future child welfare policy. As many states are currently considering extending their CPS
responses to screened-out families and/or those whose cases close shortly after assessment or
investigation is completed, PSOP offers an evidence based solution. As states are considering
which prevention model may be the best option given the needs of a local population and finite
resources, they will be deciding how to identify families at risk, which services to provide, and
how to adapt to the needs of certain segments of the population as well as the local context. This
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offers an exciting opportunity for policy and research experimentation which is a necessary
precedent for the discovery of evidence-base practices and models. Families at risk could be
identified using screened-out reports, case closure information without further services, and/or
risk assessment scales with high predictive validity. For example, a study by Wu et al. (2004)
used a scale based on five risk factors to predict future child maltreatment. The Milwaukee’s
Community Response Program, a similar approach to PSOP, offering a much bigger focus on
economic or material resources and financial decision-making (Slack, Berger, Collins, Snyder, &
Jones, 2011) should soon release the findings from a RCT testing this program. The results of
this study suggest that foreign-born, disabled, and poor families as well as households with male
presence benefitted from PSOP the most. While consideration of cost may tempt to restrict a
program to those families that may benefit the most, a universal approach may be beneficial to
different aspects of family’s well-being and avoid stigmatization identified during interviews
with workers.
The results of this study revealed that PSO program may have limited effects on family’s
long-term economic well-being. Broad policy based solutions are needed to address key
maltreatment risk factors, such as poverty. Only by addressing chronic risks that put children and
their families at risk for untoward outcomes in the first place we can be on the right track about
prevention with far reaching effects.
Another implication for policy is that maltreatment prevention programs need to continue
targeting and, in localities with a larger presence of the foreign-born population, need to actively
recruit foreign-born families that are at risk for child maltreatment. Although the foreign-born
have showed resilience for certain negative outcomes (Jasso et al. 2004; McGlade et al., 2004),
the current state of the evidence for child maltreatment risk is rather mixed (Millett, under
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review). The results of this study showed that the foreign-born population had high prevalence of
poverty, disability, IPV, social isolation, and mental health problems. At the same time cultural
factors and beliefs in family solidarity, child developmental tasks and disciplinary tactics,
maltreatment definition and reporting behaviors may prevent from maltreatment being reported.
During worker interviews, community agency workers reported providing information and help
to the neighbors of families participating in the DR program. Those families were also asking
how they could enroll in such a program. Additionally, a referral to CPS provided access to
many other services. This provides a clear example of need for early preventative services
among this population. Hence, this suggests targeting foreign-born parents in communities
experiencing isolation, limited employment opportunities, discrimination, and those with a high
concentration of the foreign-born. This also suggests targeting undocumented immigrants, as
they may be more at risk for entering child welfare system.
Services to foreign-born families may best be provided from a community based agency
as opposed to county/state CPS because of the perceived fear of the government, limited cultural
match between workers and families, and workers’ limited knowledge of community resources
addressing culturally diverse needs of foreign-born families. In order to facilitate research on the
foreign-born population, there needs to be a policy in place allowing gathering of nativity and
legal status information with assurance that supply of such information will not be used to deny
services or deport families.
The study also suggests a need for a formal training for CPS workers regarding issues
surrounding immigrant and refugee families. Although CPS workers seemed to have gotten some
cultural training regarding several foreign-born population groups and reported individualizing
cases to fit to family needs and circumstances, there seemed to be a lack of contemplation about

275

how to distinguish real child safety concerns from cultural misunderstandings and how to respect
one’s cultural differences without overlooking child safety concerns. It also seemed that workers
gained information about issues surrounding foreign-born families through their practice
experience rather than formal training. Workers’ greater understanding of immigration related
issues might play in advocacy on clients’ behalf. Additionally, t he study found that knowledge of

specific resources for the foreign-born population depended on a worker. The field would benefit
from practice guidelines on how to work with foreign-born families. Protocols on how to
proceed with case planning, policies of services eligibility, availability of resources for
undocumented and limited English speaking families, expectations for direct worker services (e.g.

basic education about different systems, guiding families through referral process), and
immigration relief options for those who may qualify (e.g. undocumented children in foster care or
domestic violence victims) as well as clarification of worker roles and parental expectations (Ayon et
al., 2010; Earner, 2007; Fong, 2007; Pine & Drachman, 2005) would help increase cultural

competency with the foreign-born population. Additionally, in order to facilitate CAN reporting
from immigrant communities CPS should provide interpreter services for hotline staff ( Pine &
Drachman, 2005).

Lastly, PSOP may offer a much needed focus of cultural competence in the getaway
phases of the child welfare system. Currently, as Coleman (2007) suggests, cultural competence
idea pertains to those families that are thought to be properly screened-in to the system. That is,
the focus of provision of culturally grounded approach pertains mostly to services and much less
to the gateway phases, such as reporting, screening, and assessment or investigations. This is
troubling because cultural conflicts are most likely to exist in the gateway phases. In fact, in this
study, workers reported that foreign-born families are most likely to enter CPS because of
cultural reasons: either due to practicing parenting practices that were acceptable in their culture
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but not the U.S. or lack of knowledge of different U.S. systems. In addition, Coleman (2007)
identified engaging in traditional practices that only appear to be maltreatment (e.g. skin burns
due to folk remedy) as another unique reason for foreign-born families being reported to CPS.
While CPS has a right to intervene in all these cases if they appear to constitute maltreatment, a
culturally competent approach would ensure that there is a triage in the CPS response if a report
was due to cultural reasons or unfamiliarity with the U.S. laws. Triaging could be improved at
the screening stage if cultural relevant queries were added (Coleman, 2007). These cases could
then be assigned to a PSOP like program or receive services from a worker specializing in
foreign-born families.
Implications for Practice
The opportunities offered by PSOP have given child welfare and other social service
practitioners new options for serving families who otherwise would be ignored and not served.
Program offering an evidence base solution may not only connect families to services but also
increase workers’ feelings of helpfulness and self-efficacy, which could ultimately help improve
outcomes for children and their families. Nevertheless, there are a number of ways that the
program’s model could be improved following the results from this study. These suggestions
could be applied to a child welfare practice in general and PSOP in particular.
First, practice with child welfare families could be improved if program engagement and
family’s motivation was addressed. Although one of the more attractive features of DR and
PSOP like programs is their voluntary nature (in absence of child safety concerns), improvement
of worker and client relationship may help increase an overall participation rate and that among
certain cultural groups, case management service acceptance, and participation in services
known to be hard to engage with among others. In this study, controlling for other factors,
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Hmong and African American families in PSOP and US-born Whites and the other foreign-born
group in DR were the least likely to accept case management services. Additionally, there were
more families with high or moderate needs in parenting, substance abuse, family relationships,
mental health areas who did not participate in services addressing those needs. This might have
occurred due to lack of motivation or unavailability of services. Further, there was at least one in
five families that did not receive needed services, most commonly due to not accepting offered
services.
Prior literature regarding engagement strategies in services, primary mental health, has
identified a number of techniques and interventions that may increase and improve engagement
(Ingoldsby, 2010; McKay & Bannon, 2004). These include brief engagement discussions, simple
reminders of upcoming sessions, family system approaches, additional worker training,
approaches addressing parental concerns and barriers, and motivational interviewing. Those
approaches that engage family directly as opposed to simple appointment reminders or additional
worker training, focus on addressing parental concerns and barriers to engagement by identifying
program benefits, expectations for outcomes, and discussing parental resistance. One of the most
successful recent approaches has been Motivational Interviewing (Miller, 1983) with successes
achieved across diverse social service programs, including child welfare interventions, such as
PCIT (Chaffin et al., 2004), parent management training (Nock & Kazdin, 2005), and SafeCare
(Damashek et al., 2011).
Engagement of culturally diverse groups may require incorporation of additional
strategies (McCabe, 2002). Prior research with immigrants and refugees suggests that
engagement could be addressed by focusing on knowledge attainment, empowerment, respect to
culture, and caregiver’s life experiences (Parra Cardona et al., 2009; Van der Velde, Williamson,
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& Ogilvie, 2009). It is also likely that special efforts may be needed to address caregiver’s
mental health beliefs and stigma surrounding mental health services. Such strategies may
increase family’s participation in the program and specific services that may help improve
overall family’s well-being. Alternatively, a cultural match between worker and family may help
better identify family needs. Cultural match could be facilitated by a diversification of child
welfare workforce, creation of a position specializing in foreign-born cases, or pursue of
contracts with community agencies specializing in a particular cultural group. It is likely that
selection of a particular approach will depend on organizational and community factors.
The second major implication of this study is around improvement of services in order to
tailor them to families’ culturally diverse needs. Although the DR approach’s philosophy,
grounded in family centered practice and focus on family’s strengths and external supports,
seems to fit well with the foreign-born population, child welfare practice could be enhanced by
incorporating some of the worker suggestions revealed during the interviews that pertain both to
direct worker practice and broader agency’s efforts. Direct worker practice with foreign-born
families could be improved by always offering interpreter services to families, looking at culture
as a strength, practicing listening skills and patience, always showing helping attitude, engaging
the whole family and using family’s supports, answering the ‘why’ question and practicing
frequent clarification, empowering families by giving them a choice between several different
options, making an extra effort to find out if a referent agency serves the undocumented and has
language supports, and practicing culturally accepted behaviors at family’s home (e.g. asking if
one needs to take shoes off, not refusing to take a beverage). Additionally, Pine and Drachman
(2005) recommend including migration and acculturation issues when assessing family needs.
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Agency practice with the foreign-born population could be improved by expanding
opportunities for cultural education, having flexibility to increase time allotment and reduce
caseload for workers working with foreign-born families that require a lot of worker assistance,
creation of a position to provide long-term support to foreign-born families, translation of main
agency documents to primary languages spoken by caregivers, having quick access to translation
services (such as translating customized letters to be sent to families), pursue of additional
community contracts to increase culturally based services, especially for in-home workers and
therapists, increasing services focusing on trauma, and improvement of communication with the
medical and school systems. Creation of peer support groups may be one way to address social
isolation for foreign-born families. Additionally, the foreign-born population could also benefit
from community-based education regarding the U.S. child welfare laws, mandated reporting,
CPS policies, scope, and work as well as broader focus on maltreatment prevention and
immigrant specific issues. Partnerships with local ethnic community and religious organizations
and providers of immigrant related services (e.g. immigration lawyers, English classes) would
increase services to foreign-born families and facilitate the referral process for CPS workers.
Practice with foreign-born groups, particularly Hispanics, could also be improved by providing
mental health screening to families involved in harmful domestic relationships (Millett et al.,
2015). Since mental health services may not be an acceptable or viable option for many foreignborn families, alternative services, such as psychosocial education or support groups should be
offered. Likewise, resources regarding IPV should be provided to depressed women, given an
overall reluctance to reveal IPV situation to child welfare workers. Prior research with the
foreign-born population also suggests that acculturation stress and anxiety may have to be
addressed before any parenting intervention takes place (Defflaff & Rycraft, 2006).
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Appendix A
Conceptual Model of the Study

Services:







Case management services receipt (yes/no, length)
Number of contacts with a family
Family’s cooperation level
Service type (basic needs, homemaker, etc.) (PSOP only)
Service intensity (family’s level of participation) (PSOP only)
Barriers to services (PSOP only)

Case characteristics (risks and protective factors):





Outcomes:






Child factors (age, disability, mental health)
Family factors (parental age, family composition,
income, family system strengths and psychosocial risks)
Community factors (child poverty, foreign-born)
Case factors (referral source, prior service history in
public systems of child welfare, mental health,
substance abuse, income maintenance)

Subsequent maltreatment reports
Subsequent out of home placement
Mental health services
Substance abuse services
Subsequent economic well-being (employment, welfare
receipt, poverty)

Question 1-2 explores the above model for PSOP and DR programs.
Question 3-4 repeats these analyses but tests for differences between foreign and native-born families.
Question 5 involves generating and interpreting qualitative data to better understand how nativity impacts
PSOP and DR programs.
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Appendix B
Comparison of Traditional and Differential Response Approaches in Minnesota

Population

Focus during
assessment

Manner of
approach
Disposition
status

Service
provision

Flexibility

Investigation or
Traditional Response
Screened-in reports:
severe physical abuse,
sexual abuse or imminent
risk
Incident, allegations noted
in a hotline report,
collection of forensic
evidence
Authoritarian, police like

Disposition at the end of
investigation:
substantiated or not
substantiated
Dependent on disposition
and safety concerns, few
families receive services
One-size fits all

Differential Response
Screened-in reports:
neglect, less severe
physical abuse

Parent Support
Outreach Program
Screened-out reports,
community referrals
and self-referrals

Assessment of broad
family needs, family
engagement

Assessment of broad
family needs, family
engagement

Positive and nonconfrontational, strengths
based
No disposition

Positive and nonconfrontational,
strengths based
No disposition

Dependent on family
needs, high number of
families receive services

Dependent on family
needs, high number of
families receive
services
Flexibility to switch tracks Flexibility to switch
tracks
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Appendix C
Selected County Demographic Data
Population

Anoka
Dakota
Hennepin
Olmsted
Ramsey
Scott

330,844
398,552
1,152,425
144,248
508,640
129,928

% of
High
School
Graduates
30.9
23.3
20.2
23.8
24.1
24.8

% of
Hispanics

% of
Foreignborn

% of Persons
Speaking
Non-English

Median
Househol
d Income

3.5
5.8
6.6
4.1
7.0
4.4

7.00
7.97
12.62
9.34
13.66
8.07

10.2
11.2
16.4
12.1
19.8
11.6

69,139
73,723
62,966
66,202
52,713
83,415
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% Families
with
Children in
Poverty
7.0
6.1
13.2
7.8
19.5
4.0

Appendix D
Semi-structured interview guide with program workers
1. What differences do you notice in serving foreign and native-born families?
2. Are there differences between foreign and native-born families in the reasons they come
to your attention?
3. Do foreign and native-born families seem to have similar strengths and risk factors?
4. Are there particular differences in how you approach serving foreign and native-born
families? Can you tell us about that?
5. Have you noticed differences in the engagement and case management processes between
foreign and native-born families? Have you noticed differences in considerations for
referrals to services/agencies between foreign and native-born families?
6. Have you noticed differences in outcomes between foreign and native-born families?
7. Are there specific approaches or techniques that you have developed to address potential
cultural differences?
8. What are the some key things you would tell a beginning worker about working with
foreign-born families?
9. Have you served families in both PSOP and DR programs? If so, what differences have
you noticed between the programs’ clients characteristics?
10. How do you think DR and PSOP programs could be improved to better meet the needs of
foreign-born families?
11. Is there anything else that you can tell us that would help us better understand the
foreign-born families you serve and how they could be served better?
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Appendix E
Worker Demographic Form
1. What is your gender?
 Male

 Female

2. What is your racial/ethnic background or national descent? …………………………….
3. What is your age?
 Under 22 years

 22-29

 30-39

 40-49

 50-59

 60 or older

4. What was the highest degree/level you completed in school?
 High School/GED
 Graduate degree (MS, MSW, MA)
 Associate’s degree
 Some college, no degree
 Bachelor’s degree
 Other……………………….
5. Please select your discipline:
 Social Work
 Psychology
 Education

 Early Childhood

 Other……………….

6. Length of time of employment at the current agency
7. Your current position

………years …… months

…………………………….

8. Which program are you involved in?

 PSOP

 DR

 Both

9. Which program (DR or PSOP) specific tasks are you regularly involved in? Check all
that apply.
 Initial contact with a family
 Assessment
 Case management
 Provision of referrals
 Provision of direct services

Other……………..
10. How many foreign-born families do you have on your caseload on average? ..................
11. What have been the national/ethnic origins or county of birth foreign-born families that
you have served?
 Hispanic/Latino/a
 Thai
 Laotian
 Somali  Ethiopian
 Sudanese
 Hmong
 Vietnamese  Burmese  Bosnian
 Russian
 Iraqi
Other…………………............
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Appendix F
Selection of variables for propensity scores: p-values for associations between baseline
variables and grouping and outcome variables (results for one imputation)
Group
Treatme
nt

Socio-demographics
Caregiver’s race
Hispanic ethnicity
Foreign-born status
Low English proficiency
Caregiver’s age
Marital status
Male present
Female present
Two parents involved
Number of adults
Number of children under 18
Number of children: under 6
Number of children: 6-12
Number of children: 13 to 17
Number of adult children
Employment history
Annual income previous year
Number of adults working
Length of employment
Family functioning
Prior CPS history
Prior screened out CPS report
Problematic adult mental
health
Problematic child mental
health
Adult drug use history
Adult alcohol use history
Disability
Physical disability
Learning disability
Developmental without MR

New
CA/N
report or
foster
care

Employ
ment

.08
***
***
***
***
***
***
.32
***
***
.09
***
*
***
**
***
***
***
***

***
**
***
***
***
.09
*
.53
.21
***
***
***
.32
***
***
***
***
***
***

.39
***
**
***
.73
*
***
.94
.06
***
.69
*
.22
.95
*
***
***
***
***

***
***
***

***
***
***

1.00

Outcomes
Adult
Mental
health
services

Child
Mental
health
services

Substanc
e
treatment

***
*
*
*
.43
*
.10
.48
.14
.08
.08
.08
**
***
.59
*
.34
.65
***

*
.26
***
*
***
.06
.41
.40
.63
.09
***
***
***
***
***
.66
*
.90
.10

***
.33
***
***
**
.94
.48
*
.90
.26
*
.29
***
*
.12
.09
.97
***
.13

***
.32
***

.15
***
***

***
***
.06

*
*
**

***

.38

.62

***

*

.16
.87

***
***

.11
.74

***
***

.50
.14

***
***

***
***
.68

***
***
***
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.07
.11
.21

.14
*
.89

***
***
*

.79
.83
.41

Developmental with MR
Any of the above

**
***

***
***

.62
**

.75
.20

.10
***

.50
.51

Prior public services
Welfare receipt
Child welfare non-CPS
Adult mental health
Child mental health
Adult substance treatment
Developmental disabilities
Adult support
Other services
Any non-welfare services
above

***
***
***
.91
***
***
***
.82
***

***
***
***
***
***
.16
*
***
***

***
.59
.39
.44
.22
.84
.33
.72
.70

**
***
***
.09
***
**
***
.10
***

*
***
.34
***
.65
.15
.73
.38
***

**
***
***
.90
***
.71
***
.48
***

Worker completion of FNS
tool

.25

***

.80

***

**

***

County type

***

***

.19

***

***

***

Zip code high school
graduation
Zip code median household
income
Zip code poverty
Zip code child poverty
Zip code foreign born
Zip code non-English
speakers

***

***

*

***

.96

**

***

***

*

***

.98

.13

***
***
***
.14

***
***
.24
***

*
*
**
**

***
***
***
***

.60
.49
.30
.36

**
***
**
**
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Appendix G
Distribution of Contacts by Program and County
Figure G.1 Distribution of Face to Face Contacts by Program and County
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Figure G.2 Distribution of Other Contacts by Program and county
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Appendix H
Association between population subgroups and program in the matched and original
samples
Figure H.1 Rate of Later Screened-In CA/N Report by Group and Nativity
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Figure H.2 Rate of Later Foster Care Involvement by Group and Prior CPS History
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Figure H.3 Rate of Later Screened-Out CA/N Report by Group and Disability Status
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Figure H.4 Rate of Later Screened-Out CA/N Report by Group and Employment Status
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Figure H.5 Rate of Later Screened-Out CA/N Report by Group and County of Residence
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Figure H.6 Rate of Later Screened-Out CA/N Report by Group and Household Structure
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Figure H.7 Rate of Later Screened-Out CA/N Report by Group and Caregiver’s Race within the
Matched Sample
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Figure H.8 Rate of Children’s Mental Health Services by Group and Caregiver’s Age within the
Matched Sample
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Figure H.9 Rate of Children’s Mental Health Services by Group and Household Structure
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Figure H.10 Rate of Children’s Mental Health Services by Group and County of Residence
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Figure H.11 Rate of Adult Substance Abuse Services by Group and County of Residence
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Figure H.12 Rate of Employment by Group and Nativity
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Figure H.13 Rate of Employment by Group and Welfare Status at Case Start
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Figure H.14 Rate of Welfare Involvement by Group and Nativity
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Figure H.15 Rate of Poverty by Group and Number of Children
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